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Abstract
Problem Description: Research has shown that health information is difficult for the average
adult to understand while clear communication helps patients feel involved and increases
adherence to treatment. The Joint Commission recommends Health Literacy (HL) assessment
and the use of the Teach Back Method (TBM). Medication errors that occur between the RN and
elderly patient are preventable when the RN communicates effectively about the patient’s
medications. A paucity of research exists evaluating TBM for nurse-patient communications.
This Quality Improvement (QI) Pilot Project (PP) took place over 3-months, aimed to improve
new medication education to elderly patients with Heart Failure (HF).
Interventions: Telemetry Unit (TU) RN participants received a 3.5-hour Education Program (EP)
and a simulation with a Standardized Participant (SP). The EP introduced HL and measurement
tools, TBM, and measured the quality of TBM. RNs were surveyed Pre-/Post EP for changes in
knowledge, skills and behaviors for HL and TBM. The Short Assessment of Health Literacy
(SAHL) was used to measure HL in elders hospitalized with HF. An Observation Skills
Checklist (OSC) evaluated TBM during “new medication” education. A Discharge survey for
HF patients and a Summative Feedback Session (SFS) survey was used to evaluate RNs opinions
about the PP program.
Results: A total of 11 TU RNs completed the EP pre/post surveys, showed the greatest gains in
knowledge for the TBM behaviors. The comparisons for 11 TBM behaviors, showed the largest
change specifically for the selection of the item “Use of non-shaming open-ended questions.”
The HL assessment results showed that 67% of the eligible patients received the SAHL-E within
the designated 48 hours of admission and HL proficiency was 80%. Of the 10 remaining RN
participants, only 4 used the OSC, scores ranged between 13-17; with 17 the highest score
possible. At the PP Feedback Session (PPFS), RNs reported the highest importance for TBM and
asking patients to explain key information back in in their own words (M = 4.75). There were 8
discharge surveys, n = 7 (88%) report taking medications, n =8 (100%) reported satisfaction with
care, and qualitative data about barriers encountered after discharge.
Interpretation: The qualitative data responses during the PPFS by RNs reported the EP beneficial
and prepared them for the proper administration of the SAHL-E and for TBM. The SP simulation
assisted the RNs to practice proper TBM techniques. The benefits for ongoing use of the OSC
for annual nursing training, suggested by the RNs as useful for future Peer Observation (PO)
coaching of TBM.
Conclusions: The EP provided new insight to RNs about HL and proper TBM steps. The patient
HL score provided additional support for use of TBM while the OSC provided for PO
monitoring of TBM skills. The discharge survey provided qualitative data to support TBM,
adherence to medications, new information about barriers following discharge and noted high
patient satisfaction.
Keywords: Health Literacy Assessment, Teach Back Method, Heart Failure, Pilot Project,
Nurses, Elderly, Education Program, Simulation.
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Pilot Project: Developing a Standardized Evidence-Based Education Process for Nurses to
Enhance New Medication Education of Hospitalized Patients with Heart Failure
Two decades of research have shown that health information is presented in a way
difficult for the average adult to understand. Reports from the Institutes of Medicine revealed
many Americans die in U.S. hospitals as a result of preventable medical errors. Registered
Nurses (RNs) communicate with their patients about medication information daily. Medication
errors that occur between the nurse and the patient during the hospitalization are preventable if
the nurse and patient are communicating effectively about the medication being administered.
Patient safety should be at the heart of all nurse-patient communication.
Problem Background
There are many factors that can affect patient compliance, adherence, and participation in
self-care. These include: Health Literacy (HL), social support systems, medication side-effects
and lack of hospital care coordination (Cutler & Everett, 2010). The patient HL is an important
factor that adversely affects communication, yet little research has examined the role of HL
assessment between nurse-patient communications (Kripalani, Jacobson, Mugalla, Cawthon,
Niesner, & Vaccarino, 2010; Kutner et al., 2008). An estimated 90 million adults in the U.S.
have low basic literacy skills, with the average adult reading at an eighth-grade level (Scott,
2019; Brega et.al., 2015). HL assessment provides an objective measure of a patient’s ability to
comprehend complex medical information and gauges the need for the use of simple language
for education communications from both nurses and providers. HL is a multifaceted problem and
includes the ability to comprehend printed literature, oral communication and numeracy (Scott,
2019). Clear communication engages patients, helps them feel more involved with their health
care and increases the chances they will adhere to treatment plans (Brega et al., 2015). HL is
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commonly defined as the constellation of skills necessary to function in the health care
environment and to comprehend details about ones’ health care information, medications, and
services to make appropriate decisions about health care treatments, prevention and health
promotion (Squiers, Peinado, Berkman, Boudewyns, & McCormack, 2012; Adams, 2010; Wolf,
Gazmarian, & Baker, 2005).
A 2010 report by The Joint Commission recommends HL assessment of hospitalized
patients at admission and the use of the Teach Back Method (TBM) to promote effective
communication between nurses and patients. The TBM is an evidence-based practice that tests
the effectiveness of the health information provided to the patient, and is not a test of patient
knowledge. The culmination of the research from the Agency for Healthcare Research Quality
(AHRQ) Health Literacy Toolkit #5 recommends the use of TBM (AHRQ, 2015). Teach-Back
promotes clear and simple explanations, and confirms understanding when the patient or family
explains back in their own words what was taught, also called closing the loop (Miller, Lattanzio,
& Cohen, 2016). The delivery of patient education using TBM checks for understanding and reexplains if needed. The use of TBM is the preferred method of delivering patient education and
is in alignment with the recommendations by the Institutes of Medicine to enhance the patient
understanding (AHRQ, 2015; U.S. Department of Health & Human Services, 2010; The Joint
Commission, 2010). Satisfied patients are more likely to trust the health care system and
maintain a relationship with health care providers and comply with instructions provided by
nurses (Greenslade & Jimmieson, 2011; Cutler & Everett, 2010).
Local Problem
Community Memorial Hospital (CMH) is situated in Ventura, California. It is a
nonprofit, community owned organization licensed with 242-beds, including a 60-bed Telemetry
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Unit (TU). The CMH Hospital Consumer Assessment of Health Care Providers and Systems
(HCAHPS) satisfaction scores pertaining to nurse-patient interactions, including communication,
pain management/new medication education and discharge education and planning have
remained stagnant over the past two years (C. DeMotte, personal communication, January 18,
2019), despite interventions such as TBM and hourly rounding. The Evidence Based Practice
(EBP) for enhancing education provided to patients is TBM, and it should be provided to elderly
patients to promote changes in health behavior. A patient’s HL is not currently being assessed at
CMH on admission and the patient education processes used are not standardized and
inconsistent with the accepted use of TBM. The instructions given to patients by bedside nurses
must be communicated in a way that will consider the patient’s HL and supports patient
feedback about the effectiveness of the education received and allows the patient to ask questions
or provide adequate demonstration of competency.
Available Knowledge
Literature Review
Multiple studies have examined physician interactions to improve bedside
communication practices and resulted in the culmination of research from the Agency for
Healthcare Quality and Research (AHRQ) in the form of a HL Universal Precautions Toolkit
(UPT) (Brega, et al., 2015; Griffey et al., 2015; Kripilani & Weiss, 2006). A paucity of evidence
has been reported in the literature related to HL or nursing theories describing interventions for
the delivery of patient education for patients with Low Health Literacy (LHL) (Parnell, 2015). A
recent Pilot Project (PP) by Miller, Lattanzio, and Cohen (2016) surveyed 30 patients who
underwent cardiac catheterization and were provided education using TBM. The results of the PP
found 40% of the patients understood their medications, 13% were readmitted within 30-days
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and of the this readmit group, they did not fully understand their medications at discharge.
Following an education program about TBM, another 30 patients were surveyed and 83% of the
patients reported full understanding of medication instructions and only a 6.7% readmission rate
within 30-days of discharge.
Three databases were utilized for the literature review: Cumulative Index to Nursing and
Allied Health Literature (CINAHL), PSYCH Info and Cochrane Library (Appendix A). The
search terms used were health literacy, EBP, age 65 and over, peer reviewed and written in the
English language. The literature review yielded ten clinical studies focused on nursing
interventions to improve adult patient adherence. The exclusion criteria were language other than
English, cognitive impairment, communication disorders or uncorrectable blindness and hearing
impairment. Inclusion criteria were studies that involved the RN in adult medical specialty.
Synthesis of the Evidence
Of ten studies selected, only five evaluated RN education methods that demonstrated an
improvement in adherence; yet the EBP or education method was not identified (Wallace et al.,
2016; Adamuz, 2015; Shen, 2006; Griffey, 2015; Graumlich et al., 2015). Three of the ten
studies confirmed that elderly patients are most at risk for misunderstanding prescription
medications (Kutner et al., 2006; Shen, 2006; U.S. Department of Health & Human Services,
2010). Only two studies Park and Kim (2015) and Schroeder (2005) evaluated the accurate
understanding of prescription instructions by the elderly patient. Both studies found that the
elderly age group are most at-risk for misunderstanding prescription instructions. This was the
point of focus for the use of TBM for the elderly patient population selected for the PP new
medication education. A systematic literature review on the TBM by Yen and Leasure (2019)
found 26 studies determined positive effects on five common category outcome measures:
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patient satisfaction, post-discharge readmission, patient perception of TBM effectiveness, disease
knowledge and disease management improvements, and intervention effects on quality of life.
None of the studies reported harmful findings and therefore, TBM poses low-risk with increasing
a patients’ health literacy (Yen & Leasure 2019).
A large hospital Performance Improvement (PI) project successfully implemented HL
assessment system-wide by 5,000 RNs (Cawthon, Mion, Willens, Roumie, & Kripalani, 2014).
The study demonstrated 92 % RN documentation of HL assessment, an integral, and innovative
data collection for the PP. A literature review by Georgiopoulos et al. (2018) found ten clinical
studies that focused on nursing interventions to improve patient adherence. In their review, they
found nurses positively influenced patient behaviors, yet the report was vague about the specific
positive influencing behaviors, additionally TBM was not mentioned as one of those influencers.
Rationale
Theoretical Model
Rogers (1983) Diffusion of Innovations Theory (DOI) examines how ideas are spread
among groups of people (Appendix B). The DOI describes five elements of a new or suggested
clinical behavior: relative advantage, compatibility, complexity, trialability and observability
(Rogers, 1983). Relative advantage describes the degree to which the new idea or innovation is
considered superior to conventional nursing education methods. The PP is in alignment with all
five elements of the DOI and it considers the importance of dissemination of change processes
within the organization culture, implementation and sustainability when a change is planned.
The individual adoption-process depicted in the DOI, is a stage ordered model of awareness,
driven by persuasion during implementation of the innovation (Rogers, 1983; Sanson-Fischer,
2004). The PP used a series of data collection and an initial Education Program (EP) intervention
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in alignment with current CMH processes. The introduction of an HL patient assessment
demonstrated a relative advantage over the current unknown HL proficiency. All interventions
were simple, observable and compatible with current processes. The EP was developed utilizing
the Adult Learning Theory by Malcolm Knowles (1984), while the peer-to-peer skills processes
were observable and compatible with current TU training techniques to promote a social system
for the sustainability of the Pilot Project (PP) and inclusion into Shared Governance (SG)
processes.
The project framework is built on the activities within the Logic Model located in
Appendix C. A Logic Model is an organized visual representation of a program and the chosen
theory of change. The Logic Model provides a visual of the relationships, inputs, outputs and
goals around the resources, activities and results expected with the PP change program.
Specific Aims
The purpose of this PP was to improve the process for the provision of new medication
education to elderly patients (60 – 80 years of age) and their caregivers, while RNs utilized an
EBP called TBM. The primary aim was to improve patient understanding and adherence to
medication regimens. A second goal was to embed the HL score into the CMH Electronic
Medical Record (EMR) to facilitate hospital-wide use of HL assessment for patients and
caregivers.
Context
Population and Local Care Environment
The site of the PP is Community Memorial Hospital (CMH) located in the city of
Ventura, a suburban coastal community with a population of 109,067 in the western portion of
Ventura County (VCPH, 2018), California. The city of Ventura was founded in 1872 with the
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ninth Mission San Buenaventura built by Father Junipero Serra and the Chumash Indians
(California, 2018). The U.S. Census Bureau American Community Survey (ACS) 2017 reports
VC foreign born individuals comprise 23% of the resident population and the elderly population
(over the age of 65) represents 18% of the residents within the service area of CMH. The number
of elderly patients age 60 and older, hospitalized at CMH for fiscal year 2018 was 5,841 for the
inpatient units and 1,727 for the TU (C. DeMotte, personal communication, January 18, 2019;
CMH System Board of Trustees, 2016). The number of all-cause admissions at CMH for a
diagnosis of HF was 872 (2017) and 917 (2018). Admission data for TU in with a primary
diagnosis of HF, ages 65 - 80, averaged 12-15 admissions monthly (V. Stevens, personal
communication, January 25, 2019).
The setting resources available to CMH are a six-story, new hospital building with 242
licensed beds, 60 telemetry beds staffed by 140 TU RNs (C. Hemming, Manager of Telemetry
Unit, personal communication January 9, 2019). The patient care model is described as Team
Nursing, with RNs and a few “Technical Assistants” on each 12-hour shift. The staffing ratios
are four patients to one registered nurse. Shared Governance (SG), an inclusive leadership and
decision-making practice climate, model involving the RN’s in practice decisions that affect their
work environment (Terhaar, 2016). The TU Nurse Educator and Manager were involved with
communicating about the PP timeline with the RN participants.
Inclusion criteria for the PP were elderly 60-80 years, with Heart Failure (HF) as a
primary or secondary diagnosis, English as a primary language, and absence of cognitive
impairment, or non-correctable vision hearing deficits. A signed Memorandum of Understanding
was obtained from Hospital Administration (Appendix D).
Organizational Culture Strengths and Weaknesses
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Among the top ten 2016 CMH Community Health Needs Assessment (CHNA) concerns
were improvement of patient education and access to health care with redesign of the health
system by improving efficiency, safety, patient centered care. The CHNA targeted preventable
hospital readmissions for patients with HF to improve economic measures of the organization
(CMHS Board of Trustees, 2016). CMH employs simulated education for staff nurses, and it
promotes SG for RN decision-making. Four organizational weaknesses were that the Case
Management Department inconsistently performed discharge telephone calls to patients, HL
assessment was not currently being performed, the Nurse Education Departments did not want to
participate in the PP and RNs inconsistently used correct TBM techniques.
Interventions
Logic Model
The Logic Model describes how a program works by evaluating relationships among the
organizational components. The short-term outcomes 1-6 will be measured during the PP. The
interventions addressed are contained in the Outcome Evaluation Table in Appendix E. After
evaluation of the program components, the short-term, medium-and long-term outcome goals of
the pilot project are detailed in Table 1. The three-hour EP, developed by the PM, was
administered to the RN participants who utilized the knowledge and tools to begin performing a
HL assessment and provide standardized TBM for patients age 60-80 with a primary or
secondary HF diagnosis. Use of the Observation Skills Checklist (OSC) required RN Charge
Peer Observers (PO), to evaluate the RNs performing TBM steps (0 to 17 points for following all
of the TBM steps) during new medication administration. The intervention participants were the
TU RN Charge PO and staff RNs. The program inputs were development of the EP that covered
four topics: HL and definition, low HL effects on patient outcomes, SAHL-E assessment tool
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Table 1. Short Term Outcomes
1. 90% of TU staff nurse participants completed the Education Program (EP) Pre/Post
Knowledge Survey by May 31, 2019.
2. Between May and September 1, 2019, 90% of elderly patients with HF diagnosis admitted
to TU received SAHL-E assessment, with the score obtained within 48 hours of admission.
3. 70% of the TU staff nurse participants performed the SAHL-E within 48 hours of
admission to TU, on all elderly patients with HF, who meet the pilot project criteria, and
documented the score on the assessment tool by September 1, 2019.
4. 90% of the TU RN participants correctly implemented TBM while providing new
medication education for elderly patients who met pilot project criteria following the EP
and while utilizing the OSC by September 1, 2019.
5. 80% of the RN participants attended a Summative Feedback Session (SFS) to answer
qualitative survey questions during an end of the pilot project in September 15, 2019.
6. Between May, 2019 through August 2019, The TU RNs will survey 80% of pilot project
patients or caregivers between 48 – 72 hours following discharge from TU.
Intermediate Outcomes
7. May 2020, 95% of the TU staff nurses document a completed HL assessment provide and
enhanced TBM education to patients admitted with CHF.
8. August 2020, 95% of RNs complete HL assessments and document in Meditech ADB.
9. August 2020 95% of Patients admitted to CMH with CHF receive HL assessment
documented with a HL score in EMR within 48 hours of admission.
10. August 2020, patient satisfaction scores will improve from baseline to 50% as reported on
quarterly HCAHPS Survey.
11. August 31, 2020 staff nurse participants continue to mentor new nurse staff hired to care for
patients with CHF on TU.
12. By August 2020, interventions for common barriers and problems patients report after
discharge are developed.
13. 10% decrease in 30-day readmission rates for elderly patients with CHF admitted to TU as
compared to the monthly average rate 12-months prior to the initiation of the pilot project,
by September 2019.
Long-Term Outcomes
14. CMH nurses provide HL assessment with standardized new medication education using
TBM for all patients admitted TU.
15. By 2021, CMH has improved patient outcomes with new HL assessment and enhanced
TBM processes.
16. By August 2021, The CMH organization has adopted HL assessment and enhanced TBM
system wide.
17. By August 2021, HCAHPS satisfaction scores at CMH improve to 60% with continued HL
assessment and with the enhanced medication education.
18. 90% of new staff RNs hires receive HL assessment education, enhanced TBM education
and coaching by lead nurses.
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(using a paper form), and TBM communication. A Standardized Participant (SP) simulation
experience followed the EP. All survey forms were placed in sealed envelopes and secured in
locked ballot boxes. After discharge, the patient received a structured telephone call by the RN
using the revised Re-Designed Discharge (RED) Survey (Jack, Paasche-Orlow, Mitchell.,
Forsythe, & Martin, 2013).
Correlation of Interventions with Theoretical Model
The DOI describes four main elements to influence a new idea: the innovation,
communication channels, time and a social system (Rogers, 1983). The three-hour Education
Program (EP) was innovative because it included a simulation with a “live” SP to allow
participants to practice the soft communication skills learned from the EP. The EP was designed
specifically for TU RNs and introduced the SAHL-E assessment. Communication channels for
the TU determined there were additional RN early adopters who desired to participate in the PP,
therefore a fourth EP was approved by the IRB. The DOI theory describes five elements of a new
or suggested clinical behavior: relative advantage, compatibility, complexity, trialability and
observability (Rogers, 1983). Relative advantage over the old or conventional methods of
educating patients were tested during the PP. The complexity or simplicity of the incorporated
innovation must be acceptable to the RN adopters. The TU frequently utilized a system of superusers for new equipment trainings (C. Hemmings, February 20, 2019), typically the Charge RNs
are the opinion leaders. The Charge RNs provided peer-to-peer coaching with the use of the
OSC, an observable practice and compatible with current annual training. The SAHL-E
assessment was the catalyst to promote the consistent use of TBM and to support patient
education.
Timeline
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The three EP sessions, provided in May, included four topics: HL and the effects of Low
Health Literacy (LHL) on patient outcomes, HL assessment using the Short Assessment of
Health Literacy-English, (SAHL-E), and Tech Back Method (TBM). Following each EP, a
simulation with a live patient allowed the RN’s to practice the HL assessment and practice TBM
while providing new medication education for a patient with LHL. Prior to and following the EP,
the Pre/Post Knowledge online Qualtrics Survey was collected from each RN participant. A
fourth EP was added due to interest of four addition RN participants after IRB modification was
approved. June, July and August 2019, the SAHL-E was performed on patients who met the
inclusion criteria, and the OSC was completed by the peer observers for each RN participant. At
the termination of the pilot project, the PM administered a Summative Feedback Survey (SFS) to
RN participants to evaluate the program effectiveness. See the Timeline (Appendix F) and
depicted in the graphic below.

Pilot Project Timeline
Utilizing an Evidence-Based Practice to Develop a Standardized Education Process for Nurses to
Enhance the New Medication Education of Hospitalized Patients with Heart Failure

May 20, 21, 22
• Education
Program

June
• Data
Collection:
SAHL-E, OSC,
RED

July 11
• Education
Program
(Final Class)

July, August
• Data
Collection:
SAHL-E, OSC,
RED

August
• Summative
Feedback
Session

Measures
The implementation period of the PP was carried out between May 2019 to August 2019.
There were two qualitative interviews and five quantitative measures collected during the PP.
Outcome 1 data collection included a quantitative survey measurement called the EP Pre/Post
Knowledge Survey (Appendix G), administered online to the RNs using Qualtrics prior to the EP
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and a duplicate post-test of knowledge, administered following the EP. The survey was
inexpensive and adapted from an existing, valid survey tool including a multiple-choice question
from Conviction and Confidence Survey (CCS) tool (Brega et al., 2015). The Simulation survey
was written into a Qualtrics online format and adapted from the validated National League of
Nursing (NLN) Student Simulation Participant Survey (SSPS). Content validity and reliability
testing was established by ten content experts in simulation (Appendix H) designed to measure
RN experience and satisfaction with simulation (Adamson, Kardong-Edgren, & Willhaus, 2013).
Outcomes 2 and 3 utilized the SAHL-E, a validated HL assessment tool (Lee, Stucky,
Lee, Rozier, & Bender, 2010) in paper form, since the embed SAHL-E could not be isolated to
the TU floor (Appendix I). The RNs were asked to identify patients who met criteria for the PP
and initiate the SAHL-E within 48 hours of the patient admission. Outcome 3 evaluated the
timing of the HL assessment, on the SAHL-E form with either a yes (was assessed prior to 48
hours) or no (was assessed after 48 hours of admission). The HL score obtained was recorded on
both OSC and RED forms so that RNs collecting data for Outcome 4, 5 and 6 could evaluate the
patient’s HL score.
Outcome 4 data collection involved the use of a TBM skills checklist adapted from the
AHRQ (2011) Universal Precautions Toolkit #5 (UPT). Validity testing for the TBM Checklist
was described by DeWalt, Broucksou, Hawk, Brach, Hink, Rudd, & Callahan, (2011). The
testing and validation of the tool was performed by the University of Colorado, and described by
DeWalt, et al. (2011) but could not be found. The checklist was adapted to allow computation of
a final score between zero and 17 (full points) and was named The Teach Back Method (TBM)
Observation Skills Checklist (OSC) (Appendix J).
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Outcome 5 data collection at the termination of the PP was a mixed quantitative and
qualitative questionnaire adapted from the AHRQ Toolkit (2014) utilizing five Likert-scale
questions, and five open-ended questions to allow for greater detail in feedback submission
(Appendix K). The essential qualitative survey questions for program effect, will be: Did the
program make a difference in your practice and communication choice? What worked well and
what did not work well during the pilot project or what could help it to work better? The SFS
was inexpensive and conducted using both an online Qualtrics format and an anecdotal interview
session.
Outcome 6 data collection (Appendix L) was a structured qualitative patient telephone
interview administered by RNs, conducted within 48 hours of discharge from TU using the
validated, revised Re-Engineered Discharge (RED) survey (Jack, Paasche-Orlow, Mitchell., et
al., 2013). All survey forms were obtained under a public domain status for general use or were
developed for the PP. All completed surveys were placed in sealed envelopes and placed in
locked boxes located in the locked medication rooms.
The first year of PP implementation will be on the TU using the English version of the
SAHL tool. The expenses associated with the implementation and data collection in Year One
were calculated at $8,180 and include the time to develop and deliver the three EP’s including
the PowerPoint presentation, copy all survey’s, and write a new simulated patient exercise. The
Year One net operating expenses are $8,180 with the donations of time, material, and services
totaling of $8,180, to yield a project net operating income $0 (Appendix M). The Project Budget
located in Appendix N lists the office supplies (minimal expense), EP and simulation space,
locked boxes with the largest expense reflected in personnel salaries. The Statement of
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Operations (Appendix O) details all the in-kind donations including the PM time to develop the
EP and the RN time during the EP.
Analysis
Outcome 1 compared the pre-test to post-test using descriptive statistical analysis
evaluating mean and the change from pretest to post-test scores for each item, reported in
aggregate data. The desired outcome was that 90% of the RN participants completed both the
pre-and post EP surveys. Outcome 2 data analyzed the timing of the SAHL-E from admission to
between 48 hours. In addition, the analysis of the SAHL-E scores for the CMH elderly patient
population will provide the organization insight into the percentage of patients with LHL. A
score between 15 to 18 describes proficient HL, while a score 14 and below is less than
proficient HL. Outcome 3 evaluated the percentage of RNs completing the HL assessment within
48 hours of admission. Results are reported in aggregate data using measures of frequency as to
the percentage of nurses who comply with initiating the SAHL-E for patients who meet the pilot
project criteria.
Outcome 4 data analysis for TBM used the OSC to evaluate RN competency with the
TBM steps. The total scores and range of scores between zero to 17 were reported as aggregated
data. Outcome 5 collected quantitative and qualitative questionnaire data from the RNs at the
termination of the PP. Data analysis included categorization of the qualitative feedback
responses of the RNs about the PP at the end of the PP. Outcome 6 utilized qualitative item
analysis for each survey question. The narrative responses from the open-ended questions to
patients will be reported and categorized by question to help identify gaps in knowledge and/or
barriers with taking medications.
Ethical Considerations
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The Project Manager (PM) of the PP reported no conflict of interest with CMH. The pretest and post-test survey questions were specific to the EP and were developed to not imply a
right or a wrong answer (Sarniac, 2015) or to minimize the chance of respondent bias since
participation was voluntary. Only CMH employees had access to patient chart data and all results
were reported and disseminated using aggregated data. The CMH Education Department will
keep the RN name roster for the Continuing Education Units (CEU) to be transferred to each RN
participant. All the completed paper survey forms were placed in sealed envelopes and inserted
in locked boxes located in the TU medication rooms.
A Simulation Confidentiality Consent Agreement (Appendix R) was presented to each
RN at each EP session with an Invitation to Participate letter (Appendix S). A numeric
Identification (ID) was generated for all RN participants to protect their identities. The selection
of nurse participants was optional to minimize volunteer bias. The risks to nurse participant
subjects were minimal and reasonable in relation to the anticipated benefits of the PI project.
There was the possibility staff would experience distress from the simulation activity or during
peer-to-peer evaluations and coaching with the disclosure of poor RN performance (Ogrinc et al.,
2016). The simulation provided a safe learning experience to practice performing both TBM and
the HL assessment. The potential for RN vacation or medical leave might potentially negatively
impact data collection and results.
The PP was determined to meet criteria for Expedited Research by the Boise State
University Institutional Review Board (IRB). Compliance was maintained with the collection,
storage and retention of data during the PP and in accordance with the IRB letter of
determination protocol number: 186-SB19-076. The data collected will be maintained for three
years per IRB requirements. The IRB letter of determination was also in agreement with the
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CMH stakeholders (Appendix P). An IRB modification was requested at the end of May for a
fourth EP class and the IRB approval notification can be found under Appendix Q. An Informed
Consent was signed by each RN prior to the EP (Appendix R) and a Participation Letter was
provided (Appendix S).
Results
The four EP sessions were delivered by the PM between May and July 2019. The first
three sessions, were held in May, and a fourth session, was added in July. There were eight RNs
who attended the three May classes, and four RNs attended the July class; of the 12 RNs who
completed the EP and Pre/Post Knowledge Survey, only 11 RNs completed the Simulation and
Student Simulation Participant Survey (SSPS). One RN dropped from the PP early in the project,
leaving 10 remaining RN participants. The 21-questions planned for the Pre/Post Knowledge
Survey inadvertently tested only 20 total questions (number 15 was accidentally omitted).
Outcome 1: Of the 11 RNs completing the EP and Simulation exercise, 100% completed
the data collection surveys. Appendix T displays the pretest and post-test comparisons for 15
knowledge questions that comprise a portion of Outcome 1. The largest change from pretest to
posttest was for item 5: “What is the average reading level of US adults?” The percentage who
answered that item correctly at the pretest was M = 0.17. While at posttest, the percentage of
respondents that answered the question correctly increased to M = 0.75 (Appendix T). There
were 9 individual HL knowledge questions, plus a multiple-part question (number 8) from
AHRQ Health Literacy (HL) Precautions Toolkit (Brega et.al, 2015). A multiple-choice question
(number 14) with 11 correct parts was taken from the Conviction and Confidence Survey (CCS)
to compare TBM behaviors. Appendix T, question number 14 displays the pretest and posttest
comparisons for the 11 TBM behaviors. The largest change from pretest to posttest was for item
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14.5: “Using non-shaming open-ended questions”. The percentage who reported behaving
correctly at the pretest was M = 0.75 while at posttest, the percentage that reported behaving
correctly increased to M = 1.00. Questions 10, 11 and 12 compared compliance of three TBM
behaviors. Appendix T displays the pretest and posttest comparisons for three TBM behaviors.
The largest change from pretest to posttest was for item 11: “I asked patients if they have trouble
reading or understanding numbers.” The percentage who reported complying at the pretest was
M = 0.25 while at posttest, the percentage that reported behaving correctly increased to M = 0.42.
The second EP survey (Appendix U) was administered following the patient simulation
and utilized seven questions from the validated National League of Nursing (NLN) Student
Version Simulation Educational Practices Questionnaire (Adamson, Kardong-Edgren, &
Willhaus, 2013; NLN, 2005). The seven posttest ratings for student simulation training are sorted
by level of agreement. These ratings were based on a five-point metric: 1 = strongly disagree
with the statement to 5 = strongly agree with the statement. The item with the highest level of
agreement was item 7: “Instructor communicated the goals and expectations to accomplish
during the simulation” (M = 4.55). The lowest level of agreement was for item 5: “During the
simulation, my peers and I had to work on the clinical situation together “ (M = 3.91).
Outcome 2: In June, July and August 2019, there were 15 eligible patients with HF who
received the SAHL-E. Of these 15 scored tests, the timing of the HL assessment was within 4872 hours for 10 (67%), while 2 (13%) were performed outside 48 hours and the timing of 3
(20%) was left blank. Outcome 3: The SAHL-E results for HL proficiency demonstrated 12
(80%) patients tested as proficient HL, higher than the national average of 51% (NAHL, 2008)
and 3 (20%) tested as less than proficient HL.
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Outcome 4: Of the 10 RNs who completed the EP and remained in the PP, 4 received
peer-to-peer evaluation of TBM behaviors using the OSC. Of the 4 RNs evaluated, 3 received
multiple ratings at random periods of time, and 1 RN tested only once. The scores ranged
between 13-17 (17 is the highest score possible). None of the four RN peer evaluators were
assessed using the OSC. Item analysis evaluated the step most often missed: “Ask if the patient
required a translator”.
Outcome 5: The Summative Feedback Session (SFS) took place the end of August 2019
during three different sessions to capture RN participants at their convenience (Appendix V).
The quantitative portion of the Qualtrics Survey utilized 5-Likert scaled questions to measure the
RNs perceptions about the PP processes. The five summated feedback survey ratings sorted by
level of agreement and were based on a five-point metric: 1 = strongly disagree (hate it) to 5
strongly agree with statement (love it). The highest level of feedback was for statement 1: “I am
convinced that it is important to use teach back method (TBM) and ask patients to explain key
information back in in their own words” (M = 4.75). The least agreement was for item 3, “There
were enough opportunities in the education program to ask questions and receive answers to my
question” (M = 3.75).
The qualitative portion of the SFS questionnaire utilized open text questions for items 6,
7, 8, 9 and 10 using a Qualtrics format. Appendix V provides a comparison table to list the
common responses to each question, from the survey and a column with the corresponding
anecdotal comments following the survey. There were 8 respondents who provided multiple
comments in each text box. Anecdotal responses were given in either individual and small
groups following the survey, and as the RN participants spoke to each other.
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Question 6: “What strategies could we all adapt to minimize barriers and
misunderstanding for patients?” Both the survey and the anecdotal comments reflect the RNs’ (N
=8) recommendations for strategies to minimize barriers for patients; specifically, to use TBM
behaviors (use simple terms and ask open ended questions). Another recommendation reported
was to provide patients with “better printed materials.” Question 7: “What worked well for the
pilot project?” Most of the RNs reported positive comments (n =4) about the SAHL-E tool and
the other survey forms provided in the PP (n = 2). Another RN gave positive comment about the
EP. There was a difference between the survey responses commenting about the SAHL-E and
the anecdotal positive comments focus on the OSC (n =3). Question 8: “What did you like or
dislike about the SAHL-E Health Literacy Assessment Tool?” The survey (n =5) and anecdotal
comments (n =4) were similar for positive reports about the SAHL-E (quick, fast, easy).
Additional anecdotal comments noted “the need for a Spanish version” and “how it correlated
well with the questions asked during TBM.” Question 9: “What did not work well during the
pilot project?” The survey comments for this question were centered around “too little time to
complete the surveys” (n =5) and this correlated well (n =2) with anecdotal comments about the
burdensome nature of the forms. A few respondents commented negatively about the RED
Discharge form and the simulation following the EP. A second area of concern in the survey was
the narrow patient age eligibility selection (60 - 80 years). Question 10: “What ideas do you have
for the sustainability of the program processes (i.e., Health Literacy Assessment, Teach-Back
Method for all patient communications) for patients and caregivers?” The report shows three
comments were predominant: (n =6) believed additional RNs are needed, second (n =3) provide
education to all of the staff about TBM and third, to embed the SAHL-E into Meditech. A few
respondents commented on the need for “better printed materials” and concern that patient
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education videos and printed materials written at a high HL level. The anecdotal comments
correlating with the survey were: “TBM is not used correctly on TU during Team Rounding” (n
=2), and “The OSC could be used quarterly for RN skills updates” (n =2). An anecdotal
comment about program sustainability was the need for RN Champions and “Top-down support
from Management” (n =3).
Outcome 6: A total of 11 RED Discharge Questionnaire forms were returned for patients
discharged from TU (Appendix W). Of the total (N =11) RED forms returned, (n = 8) were
complete to partially complete with data, and an additional (n =3) were nonresponsive to the
follow-up telephone call. Telemetry Unit RNs successfully contacted a total of 8 (73%) patients
to complete the RED data collection. Of the 8 RED Discharge forms with documentations of
hours from discharge, 2 (13%) were within 48 hours, 1 (13%) was obtained at 24 hours (too
soon) and 2 (25%) were 6 and 9 days after discharge respectively. The remaining 3 (38%)
documentation of time were left blank. Question 1: “Are you taking your medications?” n = 7
(88%) reported yes, n = 1 (22%) left blank. Question 2: “Patient states in their own words what
the diagnosis is:” n = 3 (38%) stated diagnosis, n = 1 (12%) background noise too excessive to
hear response, n = 4 (50%) left blank. Excluding the 1 incomplete RED Discharge questionnaire,
and of the 7 (88%) completed questionnaires, nearly half (n =3) respondents could explain their
diagnosis in their own words.
There were four follow-up questions within this category: “Condition worsened?” n = 6
(75%) No, n = 2 (25%) blank; “ED visit?” n = 6 (75%) No, n = 2 (25%) blank; “Visiting nurse
was coming to the home?” n = 4 (50%) answered yes n = 2 (25%) answered no n = 2 (25%) were
blank; Interventions? n = 5 (63%) Blank, n = 2(25%) answered (Physical Therapy and Dialysis
respectively), and n = 1(12%) None. Question 3: “New Problem?” n = 4 (50%) answered
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“allergies, asthma, shoulder pain and low blood sugar” while n = 3 (38%) reported “No new
problems” n = 1 (12%) was blank. Question 4: “Clarify appointment date and time” n = 5 (63%)
clarified the appointment n = 2 (25%) had No appointment n =1 (12%) Blank. Question 5: “Were
you satisfied with the care you received?” n =8 (100%) reported Yes and of these n = 1(12%)
commented “Every nurse and tech were helpful”.
Details of the Process Measures and Outcomes
The three contextual elements that may have interacted with the interventions were preselection of RN participants, the unanticipated high number of observation status patients and the
poor RED survey tool documentation. The first element was the pre-selection of RN participants
by the TU Manager and TU Educators. Comments by the RN participants and RN nonparticipants stated there was little to no advanced information from the management team about
the prospective PP in the weeks or months preceding the CHF PP. The RNs described lack of
communication by the Nurse Educators and requested the PM offer a fourth EP class. An
unintended consequence of adding a fourth EP class was that the RN participants were denied
CEUs by the TU Nurse Educator due to “short notice” of the class (N. Stanton, personal
communication, July 9, 2019). The second element was the unanticipated high rate of 23-hour
observation admissions to TU, and the impact that it would have on the numbers of eligible HF
patients. After the PP had begun, the 23-hour observation admission rate decreased the number
of eligible patients for the PP. There were approximately 100-120 patients admitted monthly
under the 23-hour observation status according to C. Hemming, Manager of TU (personal
communication June 28, 2019). The third element that may have interacted with the
interventions was the missing data from the RED discharge surveys. The data collection process
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for this survey tool was reportedly “complicated” and there were significant gaps in data
collection.
The actual PP budget incurred additional expenses of $1000 to $1500 due to increased
PM time (11 hours) by adding the fourth EP class, and PM attendance of Charge Nurse Huddle
Reports added an additional $500 to this expense. The extra EP materials needed for all
participants was negligible and actual expenses were offset as an in-kind donation by the PM.
Overall, the actual costs of the EP decreased by $1440 due to an unexpected reduction in the
number of RN participants (11 completed the EP instead of the 20 originally budgeted). No
additional external funding for the PP was included.
Missing Data
There were two HF patients lost due to their transfer to a medical-surgical floor from the
TU prior to discharge home. The largest percentage of missing survey data was from the RED
Discharge Form. Anecdotal reports by the RNs stated they had many pressing duties and tasks
during a shift and this data collection was pushed aside. Inadequate human resources (RNs) can
lead to added stress for participants, change fatigue and disillusionment (Reed & Card, 2016).
The SAHL-E also had documentation problems with respect to the date and time notation. The
tool was intended to be embedded in the EMR, and that was not able to be implemented during
the pilot phase. The lack of a printed date and time stamp on the survey may likely have
contributed to the missing data.
Summary
Several benefits were identified by the PP program processes. For example, the
qualitative surveys revealed the EP was beneficial, simplistic in design and prepared the RNs
well for the proper administration of the SAHL-E and the proper use of TBM. The anecdotal
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reports by RNs in the SFS who were motivated by the SAHL-E scores, reinforced the use of
TBM for medication education. The RN perceptions of the HL assessment tool attributes,
effectiveness and efficiency, determined the successful embrace of the change process.
The EP Pre/Post Knowledge Survey item analysis found significant gains in knowledge
from pretest to posttest for the TBM behaviors. The comparisons for 11 TBM behaviors, showed
the largest change specifically for the selection of the item “Use of non-shaming open-ended
questions.” The simulation survey item with the highest level of agreement regarding the
instructor communication about the goals and expectations for the simulation. The qualitative
data responses during the SFS by RN participants supports the gains in TBM knowledge,
attitudes and behaviors. The benefits for ongoing use of the OSC for annual nursing training was
discussed by the RN participants and may be useful for future coaching and training to develop
TBM behaviors. A particular strength of this PP was noted in the feedback provided by RNs and
suggests new insights were developed about HL and readability of printed patient education
materials. The RNs questioned the types of printed materials currently provided to patients, and
the need to evaluate the readability of current education materials.
Another strength of this PP was that the paper SAHL-E was successfully embraced by the
RN participants, even though the embed the SAHL-E into the EMR could not be accomplished.
The HL assessment scores revealed the small number of patients tested had proficient HL. The
CMH Patient Learning Preferences (PLP) Assessment performed on admission, is limited to
visual, auditory or kinesthetic learning preferences. Once the SAHL-E documentation screen in
the EMR is opened up system-wide, monitoring of the HL assessment can be facilitated by the
QI Department and unit Managers. The feasibility of progressing to the next phase of PP
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implementation, would be improved by embedding of the HL assessment into the EMR. For the
first time, CMH has data on the HL of a small number of patients with HF admitted to the TU.
The benefits of TBM have been well studied for physicians, and this PP looked at the use
of TBM for RNs. The final strength of this PP was the inclusion of a simulation with the EP. The
simulation was designed to assist the RNs in the practice of proper TBM techniques. The
simulation provided a non-threatening environment for RNs to hone “soft” communication skills
while providing EBP patient education, and to use the new HL assessment tool.
Interpretation
Association Between Interventions and Outcomes
The primary aim of the PP was to improve patient understanding and adherence to
medication regimens and to improve the process for the provision of new medication education
for elderly patients and their caregiver while utilizing TBM. The secondary aim was to embed
the HL assessment into the EMR. The Vanderbilt Medical Center Study evaluated the RN
documentation of HL assessment into the EMR on admission for all patients in the outpatient
and inpatient services (Cawthon, Mion, Willens, Roumie, & Kripalani, 2014). The researchers
measured the documentation rate and found 92% of patients had a HL assessment documented
by the RN staff on admission (Cawthon, Mion, Willens, Roumie, & Kripalani, 2014). In contrast,
this PP evaluated the HL assessment within a 48-hours after admission, and used a paper tool.
The HL assessment was not embedded in the EMR due to concerns that the CMH employees
outside of the PP may be confused by the new form. The goal is to embed the HL assessment
post-pilot (C. Hemming, Manager of Telemetry Unit, personal communication April, 2019). The
results showed that 80% of the patients with HF received the SAHL-E within the designated 48hours from admission.
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McNaughton et al. (2015) found an association between HF patients with LHL and an
increased mortality rate within 90-days of discharge from the hospital. The researchers suggested
HL assessment can facilitate identification of patients at risk, and promote interventions for
patients with HF to reduce the risk of death. Our PP readmission rates were not measured, still
similar to McNaughton et al., patients with LHL were identified and the EBP using TBM was
implemented to improve the education processes and long-term outcomes for the vulnerable,
elderly patient population with HF.
The RED survey provides a rich opportunity for data collection about the patient to report
barriers encountered following discharge and promotes strategies to improve access to health
information within the CMH health system. The qualitative responses obtained from the patients
from the RED survey reported positive patient satisfaction with the care received. Additionally,
RN participants reported difficulty with this data collection tool due to pressing shift duties and
limited time. Additional training to complete this survey may help improve the quality of data
collected and to evaluate the patients understanding of their diagnosis and medications during the
transition from hospital to home.
Implications for Policy Development
Medication errors that occur between the RN and the vulnerable hospitalized patient with
HF can be potentially reduced, if the nurse and patient are communicating effectively about the
medications. This Pilot Project (PP) provided an Education Program (EP) to the RN participants
and introduced the concept of Health Literacy (HL) assessment using a valid tool, the Short
Assessment of Health Literacy (SAHL-E), English version, for elderly patients around the time
of admission to the Telemetry Unit (TU). The PP reinforced the concepts of TBM, an evidencebased communication style the RN participants utilized while educating patients about their new
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medications. The primary goal of TBM is to check patient understanding while communicating
or delivering new information to patients. The current CMH admission policy requires the RN
assess each Patient Learning Preferences (PLP). The PLP queries the patient about their
preference for educational information delivery. For example, providing patient educational
materials in a variety of formats: written, audio-visual, auditory or kinesthetic (VARK). The
VARK learning style provides a perspective for the learners preferred or dominant thinking and
learning style and strengths (Fleming & Mills, 1992), yet it is unclear if the teaching style is
adjusted according to the patient PLP assessment. In contrast, the use of TBM can be utilized
regardless of the PLP mode and can be provided universally to patients and caregivers. It is
possible that the patient may not know specifically what their learning preference is while the
learning preference may be a poor indicator of learning, mastery and understanding.
This EP introduced several new topics and helped to provide a framework for the use of
TBM and included content about the effects of LHL and the confusion patients commonly
experience while hearing complex medical information A SAHL-E assessment provides an
objective measure of a patient’s ability to comprehend complex medical information, and can
help provide the rationale for the RN to adapt communication and use TBM for patient education
and supported by the patient HL scores.
This PP highlights the low expense and simplicity of instituting TBM communication for
patient communications, while utilizing coaching and PO. None of the Charge RN POs received
an OSC evaluation of their TBM technique. The report that the Charge RN POs felt awkward
using the OSC was surprising, yet the feedback on the use of the tool was positive. It makes
sense that the OSC tool is best intended for bedside RNs who provide the hands-on care to
patients. CMH policy could determine if the OSC tool should be used for annual training updates
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or if the Charge RNs are involved with patient education duties, then it would be important to
evaluate their TBM skills with the OSC.
The RN responses from the SFS provide insights into their feelings about newly gained
knowledge about HL and the difficulty elderly patients have understanding complex medical
information. The CMH RNs reported concern for the readability level of the written patient
materials they provide to patients verbalizing concerns the materials may be “confusing or
misunderstood.” The current CMH approved written materials given to patients are “Up-to-Date”
a peer-reviewed literature system that uses the principles of plain language and are developed in
compliance with the Plain Writing Act of 2010 (Public Law 274, 2010). CMH policy should
support the future RN Shared Governance (SG) projects that may evaluate the readability of
current written materials for reading level at no greater than the 8th grade (AHRQ, 2015).
CMH policy could determine whether these efforts can be included within the job
description duties of the Case Management (CM) Department. The Case Manager declined to
participate in the PP due to short staffing. This PP showed that the RED survey calls to patients
are inconsistent to evaluate the barriers encountered following discharge home. The RN
participants had difficulty with this data collection process, as evidenced by the anecdotal
comments made by the RNs and the prevalence of incomplete surveys. Still the RNs reported
positive feedback about the opportunity to speak with patients after discharge. It is probable and
reasonable that shift responsibilities, and time constraint barriers made it difficult for the RNs to
complete the RED surveys. Although the amount of time spent on the phone with patients was
not measured by the RN participants, shortening the discharge survey may be of benefit to future
phases of this PP. The quality of data collection would likely improve if a trained RN or CM
were designated to complete the RED survey with the next phase of PP implementation. A well
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conducted Quality Improvement (QI) project can promote learning opportunities, but cannot
promise that users will achieve all desired outcomes (Reed & Card, 2016).
Limitations
Several limitations were identified for this PP. One limitation was the low number of RN
participants originally designated by the RN Manager and Nurse Educators. A fourth EP class
was added to help increase the number of RN participants but was still insufficient. Due to the
small number of RN participants, and the low number of peer-to-peer OSC evaluations
completed, no significance or trending could be derived from the participant scores. According
to the SFS comments, a second limitation was the low number of eligible HF patients who met
inclusion criteria for in this PP. Contributing to this was the 100-120 monthly, 23-hour
observation admissions, an unknown factor during the planning stage of the PP. The small
number of patients may have had some effect on the observed association between the data
collection and the intervention.
A third limitation was the use of a paper SAHL-E instead of documenting in the EMR.
The use of the paper form made the timing of the HL assessment difficult to track and it required
the manual transfer of the score to all other forms. The goal to embed the HL score into the EMR
was designed to make the admission assessment of HL seamless and consistent with current
processes. The resultant findings of this PP are applicable only to the original project setting and
are not generalizable to other settings.
Conclusions
Sustainability
The EP was developed specifically for CMH and can be updated to reflect the general 30day readmission rates, shortened to be more feasible for staff education, and can be uploaded to
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an online module format for hospital-wide use. The Qualtrics online surveys can be similarly
shortened and adapted for the purpose of Continuing Education Units (CEUs). A consideration
would be to add the question inadvertently omitted from the initial Qualtrics Survey. The future
sustainability of the PP remains a decision for the CMH Executive Stakeholders, Nursing
Management and Education Departments and the CMs. A top-to-bottom support of the new
processes is needed in order promote the ultimate success of the PP. A study by Melnyk (2016)
determined that RNs needed Nurse Manager support and an organizational culture to promote
and sustain EBP in order to be successful. It will be the responsibility of the designated PM
going forward to increase the number of RN participants in future phases of this PP and to
provide specific training about the proper scripting and documentation of the RED tool. The
current Director of Nursing (DON), is scheduled to retire. A new DON will be chosen and
introduced to the PP in April 2020 with dissemination and future planning. CMH stakeholders
will ultimately determine the prioritization of the hospital-wide adoption of HL assessment for
all patients or caregivers and the use of TBM for all patient communications.
This PP tested a process for the inclusion of a simple HL assessment and support of an
EBP called TBM for medication education. The provision of TBM should be utilized for all
patient communications, and therefore future phases of this PP should promote the general use of
TBM for all patient related communication. It is important that all staff RNs, including the
Charge RN POs receive the OSC while performing TBM to evaluate proper use of all steps.
Encouraging the consistent practice of TBM for all RNs is important to solidify the new
behaviors.
The RN survey results reported the EP helped improve the patient education processes to
educate RNs to perform TBM correctly. Policy implications should include embed of both
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English and Spanish versions of the SAHL assessments into the EMR. If the CM Department
participates in future phases of this PP, it may help alleviate the inconsistent data collection
found with the RED survey tool.
Based on the activities during the implementation of the PP, I recommend the RN
champions continue to mentor new nurse hires to complete SAHL assessment and provide TBM
education for all patients at CMH. This ties in to the intermediate outcomes identified in the
Logic Model (Appendix C). If the stakeholders desired, the pediatric department would perform
HL assessment on caregivers and utilize TBM for all interactions. The next implementation
throughout CMH should be prioritized by stakeholders and include patients admitted under a 23hour observation status. The Emergency Department (ED) and outpatient clinics would benefit
from HL assessment and the use of TBM enhanced education communications. It is reasonable
to believe that the impact of long-term outcomes will be realized in 12-months as the process
moves hospital-wide, and additional hospital units should utilize the HL assessment and
standardize all patient education using TBM.
Future Clinical Advancement Program (CAP) projects may increase the chances of
sustainability for the PP. The Shared Governance (SG) processes at CMH should allow the RNs
to establish protocols and processes according to SG objectives that positively influence social
and economic conditions for their patients, and to support healthy individual behaviors. This
allows the RNs to improve the health for large numbers of local community residents that can be
sustained over time (Bent, 2017). The sustainability of the PP moving forward to other areas of
CMH may be further promoted by the SG and CAP processes to evaluate the current written
materials provided to patients. SG would promote the development of future projects such as
evaluation of pamphlets and Medication Index Cards for readability level, or evaluation of
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eVidion for understandability to satisfy CAP and SG clinical ladder processes. The process of
change is rarely linear, and the PP may likely reveal other related issues and potential SG
projects.
Implications for Practice and Further Study
Identification of care delivery gaps, during the transitions in patient care, for example
from hospital to home, was established in the Affordable Care Act (ACA) with the goal of
reducing preventable hospital readmissions (Hennessey & Suter, 2011). When considering
implications for further study, adding additional CMH hospital units, and progressing to a
hospital-wide process, should include the outpatient clinics. Similarly, Home Health (HH)
agencies would benefit from completing HL assessment and providing patient education using
TBM. Home Health agencies deliver care to 12 million patients in the U.S. and are staffed by
33,000 HH providers (National Association of Home Care and Hospice, 2012). The transition
from hospital to home is a high-risk time for vulnerable patients with HF or other chronic
conditions. In May 202, a Ventura County Home Health (HH) agency has requested this PP be
initiated with their HH and Hospice divisions, including the simulation component.
The Community-Based Transitions Model (CBTM) focuses on four areas of concern. The
first concern is the development of patient specific goals during the transition process. The
second concern focuses on medication adherence while the third supports the HL between
provider visits. The fourth concern utilizes a system of remote patient monitoring, and problemsolving while coaching and supporting the patient to achieve the necessary behavior changes for
patient success (Hennessey, B. & Suter, P. (2011). In addition to the CBTM, the Naylor Care
Transition Model (NCTM) is designed to support elderly patients following hospitalization to
receive home care with the help of a Home Health Transition Coach. In the NCTM, an Advanced
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Practice Nurse (APN) can coach HH patients utilizing TBM. The research has shown that
transition coach APNs can reduce hospital readmission rates and costs for elderly HH patients by
37.6% (Naylor et al., 2004). An unauthored article from Hospital Case Management (2012)
described a multidisciplinary team approach to cut hospital readmissions for patients with HF
from 21.1% to 15.3% in a few months. The patients received standardized educational materials,
while the staff were educated on the use of TBM, and early follow-up with the providers after
discharge. Knowledgeable, competent HH clinicians that provide EBP communication and
patient-centered care are needed to significantly impact the cost and quality of HH care. The
study described in Hospital Case Management suggested the benefits of TBM and standardizing
the educational materials with consideration of the patients HL to reduce the hospital
readmission rates for all patients receiving HH following hospitalization.
Dissemination
In March 2020, the PP report will be presented to the Faculty of Boise State University
School of Nursing. Following their approval, oral dissemination of PP findings will be shared
with the stakeholders of CMH. Presentation of PP findings with CMH stakeholders will be
scheduled in the Spring 2020 by presentation to a succession steering committee.
Suggested next steps for hospital-wide implementation should include a strategic action
plan for the EP, HL assessment and use of TBM. The Director of Nursing could designate a
senior manager to champion the project through the Professional Development Council (PDC).
The PM could act as a supportive liaison and provide guidance for succession implementation,
and also provide material support for the designee to deliver the EP. The CMH simulation
expert may be involved in the EP to select the SP for the simulation. Nurse Managers and RN
Champions from each department could be selected to sit at the PDC committee meeting and to
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provide input on program processes. The inclusion of critical department managers from Nursing
Education, CM and QI should be present on the succession team. This same committee structure
works when a hospital facility prepares for accreditation of state licensing review that typically
involves all departments.
The CMH stakeholders could set up a PDC team to implement the new practices. One
option is to select a patient population from each unit that has a high readmission rate as a focus
population while staff learn to perform HL assessment, and use of the OSC and to utilize PO
during TBM communications. Ongoing CMH employee training would play an important role in
successful implementation and sustainability of the program processes (Tucker, Nembhard &
Edmondson, 2006). The sustainability of program processes could be supported by quarterly PO
and use of the OSC for all employees. Meeting schedules and communication plans should occur
at an interval to ensure seamless coordination among departments. The QI Director could
provide data collection and the CM or the Discharge Planning Department can assist with the
RED survey data collection efforts.
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Literature Review Summary Table
AUTHOR

RESEARCH
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Graumlich,
Wang,
Madison,
Wolf,
Kaiser,
Dahal,
Morrow,
(2016)

Would a nurse
supported EMR
based technology
impact medication
knowledge,
adherence, and
improve HgbA1C
and patient
satisfaction
outcomes among
patients with Type
II Diabetes.

STUDY
DESIGN

Two-arm
patient
randomized,
controlled
trial.

LEVEL OF
EVIDENCE

Level I;
Quality B

DESCRIPTION
OF SAMPLE

Outpatient clinic
674 subjects
randomized into
MedTable group
or Usual Care
group

OUTCOME
MEASURES

REALM HL
Assessment;
HgbA1C, patient
satisfaction and
adherence to
treatment.

RESULTS

HL assessment matched
in both groups. No
marked improvement in
HgbA1C with
intervention; No
improvement in
adherence with
intervention.
Possible intervention
contamination with
participants in the usual
care group. Improved
patient satisfaction due
to increased
collaboration.
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Adamuz,
Viasus,
Simonetti,
JiminezMartinez,
Molero,
GonzalezSamartino,
Carratala
(2015).

Shen,
Karr, Ko,
Chan,
D.K.,
Khan, &
Duvall
(2006)

Kohn,
Corrigan,
Donaldson
(2000)

Aimed to
determine if the
implementation of
an individualized
educational
program developed
by nurses for
hospitalized
patients with
community
acquired
pneumonia would
reduce the 30-day
hospital
readmission rate
after discharge.
The study was
aimed at assessing
the impact of a
nurse-staff initiated
in-hospital
medication
education program
(MEP) for elderly
patients to improve
adherence to
medication
regimen after
hospital discharge.
This report was
designed to shed
light on medical
errors and to

Randomized
Control Trial

Level I;
Quality A

Cross sectional Level I;
study
Quality A

Review of
Level IV
available
Report
literature,
research, a
telephone survey

Immunocompete
nt adults 18
years and older
diagnosed with
CAP. Subjects
were randomized
by computer
generated blocks
of ten into either
an individualized
educational
program (102) or
into the
conventional
information
group (105).
60 Randomly
selected elderly
patients from the
geriatric ward
age 65 and older.

Frequency of
additional healthcare
visits and rehospitalization
within 30-days of
discharge.
Secondary outcomes
included return to
ADL, patient
satisfaction and
achievement of
educational goals.

Significant difference
in the 30-day rehospitalization rate
between the
individualized
education plan and the
conventional
information group
(19.4%).

MEP recall
improved.
Patient satisfaction
and compliance rate.

Improvement in
medication knowledge
following the education
program; improvement
in adherence measures;
improvement in
medication compliance;
improvement in patient
satisfaction.

Does not apply.

Error Taxonomy by
Rasmussen.

The report developed
many recommendations
and outcomes to
improve patient safety,
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IOM

AUTHORS

McNaught
on,
Cawthon,
Kripalani,
Liu,
Storrow,
Roumie
(2015)

make
recommendations
for actions to
improve patient
safety for the
health care team,
including nurses.

and public
testimony from
targeted groups
on specific issues
for the
development of
policy and a
research agenda.
User centered
design by
Donald Norman

RESEARCH
QUESTION

STUDY
DESIGN

LEVEL OF
EVIDENCE

DESCRIPTION
OF SAMPLE

OUTCOME
MEASURES

RESULTS

To test the
hypothesis that
patients with low
health literacy who
are admitted to
hospital with acute
heart failure have
greater risk for
death, 90-day rehospitalization and
90-day Emergency
Department (ED)
visits.

A
retrospective
cohort study
that involved
nurses to
screen patients
at admission
using a Brief
Health
Literacy
Screen
(BHLS) to
obtain a score
between 3 and
15 (<9 or >9).
Low health
literacy (LHL)
was described
as BHLS
Score of <9

Level I;
Quality A

The population
of patients was
1379. The study
excluded patients
with end-stage
heart failure
discharged to
hospice.
The median
patient follow-up
was 20.7
months.

The primary
outcome measure
was all-cause
mortality. Secondary
outcomes were time
to first rehospitalization and
time to first ED visit
both within 90-days
of discharge.

Lower health literacy
was associated with
increased median time
to death after
hospitalization for acute
heart failure. The risk of
death for patients with
BHLS< 9 was 32%
higher than for patients
with BHLS>9 (95% CI
P= 0.02).
There was no evident
association of health
literacy with time to first
rehospitalization or 90day ED visit.

inform health care
providers, nurses and
organizations about
improving safety
performance.
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Bry,
Hentz,
Karlsson,
Kyllonen,
Lundkvist,
Wigert
(2015)

AUTHORS

RESEARCH
QUESTION

STUDY
DESIGN

LEVEL OF
EVIDENCE

DESCRIPTION
OF SAMPLE

OUTCOME
MEASURES

RESULTS

This mixed
research study
evaluated whether
an interactive
course in
communication
skills handling
difficult situations
in the NICU
influenced nurses’
response to the
empathic needs of
parents.

This study
encompassed
two parts: The
first was a
descriptive,
correlational
qualitative
study with pre
and post
intervention
survey.
The second
part of this
study was a
quantitative,
nonexperimental
design using
the analyzed
recorded
verbal
statements
between
nurses and
parents.

Level II;
Quality B

13 nurses;
median age of 44
years (range 2860 years) and
worked in the
NICU for
median of 11
years and range
of 3.5-25 years.
52 parents in the
qualitative study
and 60 parents in
the quantitative
study.

Compared the nurse
interactions with
parents pre and post
intervention.
Researchers
examined the
recorded nurse and
parent
conversations,
counted words
spoken and
categorized the
subject matter into 5
types of
communication:
physical, practical,
psychological, social
and small talk.

Significant improvement
in empathic responses
by nurses after
intervention:
13% empathic responses
pre-program and 54%
post intervention.

RESEARCH
QUESTION

STUDY
DESIGN

LEVEL OF
EVIDENCE

DESCRIPTION
OF SAMPLE

OUTCOME
MEASURES

RESULTS
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Friberg,
Granum,
Bergh
(2012)

AUTHORS

Wallace,
Perkhounk
ova,
Bohr,
Chung
(2016)

Aim was to
identify
conditional factors
for the nurse
education of
patients that help
of hinder the
process of
evidence based
patient education

Literature
Review of
Recent Studies

Level IV;
Quality A

32 articles
regarded to be
relevant and of
high
informational
value for the
review.

Articles dated 19982011; empirical
quantitative and
qualitative studies
were selected.

The literature review
sought to guide practice.
Development of an
instrument to measure
the nurse patienteducation work
(manuscript in
progress).

RESEARCH
QUESTION

STUDY
DESIGN

LEVEL OF
EVIDENCE

DESCRIPTION
OF SAMPLE

OUTCOME
MEASURES

RESULTS

Hypothesis of the
study was that
patient health
literacy
characteristics, are
associated with
patient-and-nurse
perceived
readiness for
hospital discharge

A prospective
study design
with data
collected from
three surveys
which were
administered
to patients on
the day of
discharge.
Three surveys
were
administered:
1. NVS Score,
2. Patient
Readiness for
Hospital
Discharge
RHDS) and 3.
Nurse
Perceived

Level II;
Quality B

70 English
speaking
Veterans, aged >
18 years (33-91
years of age),
admitted to the
Veterans
Administration
Health Care
System.
21 Nurses
assigned to
patients enrolled
and responsible
for the discharge
process.

Health Literacy was
assessed using the
Newest Vital Sign
(NVS) Health
Literacy Score,
testing the
association between
both the patient and
the nurse perceived
readiness for
discharge as it
relates to health
literacy.
Bivariate
nonparametric
statistics were used.

Readiness for Hospital
Discharge (RHDS)
appeared to be
responsive to
differences in health
literacy and social
environment. This
research finding adds to
evidence of the utility of
this tool to identify
those patients at risk for
readmission.
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Readiness for
Hospital
Discharge
AUTHORS

Griffey,
Shin,
Jones,
Aginam,
Gross,
Kinsella,
Williams,
Carpenter,
Goodman,
Kaphingst
(2015)

RESEARCH
QUESTION

STUDY
DESIGN

LEVEL OF
EVIDENCE

DESCRIPTION
OF SAMPLE

OUTCOME
MEASURES

RESULTS

The primary
objective of this
research was to
evaluate the
efficacy of nurses
providing teachback in improving
comprehension at
the time of
discharge among
low health literacy
(LHL) patients in
the Emergency
Department (ED)
setting.
Additional
research questions
sought to evaluate
patient satisfaction
and perceived
patient
comprehension of
post- ED care.

A randomized
controlled
design among
adult patients
comparing the
teach-back
method in
comparison to
the standard
method for
presenting
discharge
instructions.

Level I;
Quality B

Convenience
sampling
enrollment of
study. All
participants were
given the Rapid
Estimate of
Adult Literacy in
Medicine
Revised
(REALM-R) a
validated and
widely used
measure of
Health Literacy
(HL).

835 participants
were approached;
Study participants
scored 6 or less on
the REALM-R for
HL and 408
participants were
deemed eligible.
There were 212
patients randomized
to the teach-back
group and 196
patients randomized
to the standard
discharge
instructions group.
127 English
speaking participants
in each group
completed the study.

No improvement in
patient satisfaction or
perceived
comprehension. Teachback method improved
comprehension of postED care instructions.
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Appendix B
Theoretical Model: Diffusion of Innovations Graphic

Retrieved from: https://aestheticasymmetry.files.wordpress.com/2013/09/diff-innov-theory1.png
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Appendix C
Logic Model

Resources/Inputs

Activities

Outputs

Outcomes:
Short term

Outcomes:
Intermediate

Outcomes:
Long term

Resources/Inpu
ts

The human,
financial,
organizational, and
community
resources available
to direct toward the
project activities.

The processes,
tools, events,
technology, and
actions that are
intended to bring
about changes

Direct products
and services
generated from
program
activities

Intended
targets of the
program
services and
activities

Specific changes
in program.
SMART.
Represent
changes in
knowledge,
attitude, or
beliefs
Label as Process
Outcome (PO)
or Change
Outcome (CO)

Specific
changes in
program.
SMART.
Represent
changes in
behavior or
actions
Label as
Process
Outcome (PO)
or Change
Outcome (CO)

Represent
changes in
status,
condition or
well-being.
Consider:
health impacts,
economic
impacts,
environmental
impacts,
societal
impacts.

•

•
•
•

Time to research •
and develop an
Educational
Program (EP)
Time to write
the simulation
•
Time to develop
EP handouts
Use of the TU
conference room

EP: Topics
include HL,
HL assessment
using SAHL-E,
TBM
Simulation: an
elderly patient
LHL with CHF
who requires
education

•

•

Education
Program
(EP)
Administrati
on of a preand post-EP
participant
survey on
Qualtrics

Nurse
participants

1. 90% of the 20
Telemetry Unit
(TU) staff
nurses
complete the
Education
Program (EP)
Pre/Post
Knowledge
Survey before
and after the
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•

•

•

•

•

•

(3 days for 2
hours each day)
Vacant patient
room for
simulation (3
days for 2 hours
each day)
Volunteer actor
for the
simulation
exercise
Organization/St
akeholder
support for EP
(nurse
participant time
and CEU
offering for
participants
Office supplies
for handouts

Time to
complete HL
assessment
Embed of
SAHL-E
Assessment Tool
into EMR

•

•

•

•
•

about a new
medication.
SAHL-E HL
assessment tool
(AHRQ, 2014)
A Pre/Post
Knowledge
Survey for the
nurse
participants;
written into
Qualtrics
Roster and
education
packet to
Education
Manager: TU
nurse
attendance of
HL education
program for
CEU

•

Write SAHL-E
into Meditech
TU nurse
participants
provide
feedback about
HL assessment
& enhanced
TBM for new

•

•

CEU’s for
staff nurse
participants
Roster with
staff nurse
names/Numb
er Identifier
(ID) given to
EP attendees

Average
patient HL
assessment
score elderly
patients with
HF admit to
TU

EP by May 31,
2019. (PO)

•
•

HF Patients 2. 90% of elderly
patients with
Staff Nurse
CHF diagnosis
Participants
admitted to TU
will receive
SAHL-E
assessment
within 48 hours
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medication
education
•

•

•

Time to
complete SAHLE assessment
and document
score in ADB
CMH staffing
ratios for TU
(ratio: 1 nurse to
4 patients)
TU nurse
participants
maintain the
momentum to
adopt new
behaviors

The human,
financial,
organizational,
and community
resources available
to direct toward
the project
activities.

•

SAHL-E score
obtained and
documented.

of admission.
(PO)
•

•

•

The processes,
tools, events,
technology, and
actions that are
intended to bring
about changes

Completed
SAHL-E
assessments
Coaching
and support
for staff
nurse
participant’s
performance
of HL
assessments
TU Nurse
communicate
s new HL
assessment
between
shifts

Direct products
and services
generated from
program
activities

TU RNs
HF Patients

Intended
targets of the
program
services and
activities

3. 70% of the TU
staff nurse
participants
perform the
SAHL-E
assessment
within 48 hours
of admission to
TU, on all
elderly patients
with CHF who
meet the pilot
project criteria
by September
1, 2019. (CO)

Specific changes
in program.
SMART.
Represent
changes in
knowledge,
attitude, or
beliefs
Label as Process
Outcome (PO)

Specific
changes in
program.
SMART.
Represent
changes in
behavior or
actions
Label as
Process

Represent
changes in
status,
condition or
well-being.
Consider:
health impacts,
economic
impacts,
environmental
impacts,
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or Change
Outcome (CO)
•

•

•

Time to develop
Nurse
Observation
Skills Checklist
(OSC)
Random peer to
peer skills
observation of
staff nurse
participants
Train peer to
peer observers
to assist
observation
documentation
and coaching.

•

•

•

•

•

The human,
financial,
organizational,

Evaluation of
staff nurse
participant
TBM with the
OSC
Identify staff
nurse
“champions” to
be peer
observers
TU nurse
participants
receive peer
coaching
following OSC
scoring
TU nurses seek
patient
feedback
during new
medication
education
Completed
OSC collected
by PM

The processes,
tools, events,
technology, and

•

•

•

Staff RN
learns to
provide
“new”
medication
education
using TBM
TU nurse
communicate
s with Case
Managers &
providers
about HF
patient
progress with
TBM
education
Caregivers/p
atients
benefit from
enhanced
TBM

Direct products
and services
generated from

Patient
Manager
Provider
Nurse

Intended
targets of the
program

Outcome (PO)
or Change
Outcome (CO)

societal
impacts.

Specific
changes in

Represent
changes in
status,

4. 90% of the TU
staff nurse
participants
correctly
implement
TBM while
providing new
medication
education for
elderly patients
who meet pilot
project criteria
by September
1, 2019. (CO)

Specific changes
in program.
SMART.
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and community
actions that are
resources available intended to bring
to direct toward
about changes
the project
activities.

program
activities

services and
activities

Represent
changes in
knowledge,
attitude, or
beliefs
Label as Process
Outcome (PO)
or Change
Outcome (CO)

•

•

TU RNs

5. 80% of the
staff nurse
participants
will attend a
Summative
Feedback
Session (SFS)
to answer
qualitative
survey
questions
during an end
of the pilot
project in
September
2019. (PO)

•

•

Time to develop
a Summative
Feedback
Survey (SFS)
nurse
participants
Staff nurse time
to participate in
group feedback
session.
Conference
room for SFS
Session

•

•

Summative
feedback from
TU nurses
Adjustment
pilot project
processes

Pilot project
refinement to
satisfy needs
of nurse
staff, and
Stakeholders

Stakeholder

program.
SMART.
Represent
changes in
behavior or
actions
Label as
Process
Outcome (PO)
or Change
Outcome (CO)

condition or
well-being.
Consider:
health impacts,
economic
impacts,
environmental
impacts,
societal
impacts.
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•

•

•

Time for Nurse
•
Participants to
call patient or
caregiver 48
hours following
discharge
Time to perform •
data analysis
following patient
telephone survey
outcomes
Monitoring of
•
30-day
readmission
rates and patient
satisfaction

•

Revised
USDHHS
(Tool number
5) RED survey
tool will be
utilized.
Nurse
interviews
patients or
caregivers by
phone
Nurse
participants
track patients
who meet pilot
project criteria
for the RED
Survey.
PM receives
the completed
RED survey
reports

•

New data
from patient
about
communicati
on,
medications,
barriers and
satisfaction.

Patient
Caregiver
Stakeholder
Staff nurse
participant

6. August, 2019,
The Nurse
Participants
utilize the
revised RED
survey for 80%
of pilot project
patients or
caregivers
between 48-72
hours following
discharge from
TU. (PO)
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•

•

•

Time for Nurse
•
Participants to
call patient or
caregiver
Time to report
monthly
outcome data to
•
stakeholders
Monitoring of
patient
outcomes: HL
score, 30-day
readmission
rates and patient
satisfaction
report from
elderly patients
with CHF

Nurse
participants to
complete
revised RED
survey for all
pilot project
patients
PM receives
the survey
report

•

New data
about
discharge
processes.

Patient
Caregiver
Stakeholder
Nurses
QI
Administrator

7. By October 30,
2019, a 5%
decrease in 30day readmission
rates for elderly
patients with HF
admitted to TU as
compared to the
monthly average
rate 12-months
prior to the
initiation of the
pilot project.
(CO)
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•
•

•

•

•

•

•

•

Time to update
EP module
Time to set-up
the in-situ
simulation with
SP
Time for peer
coaching of new
staff about TBM
and SAHL-E
assessment
Hospital
Administration
support for
continued EP
SAHL-S
(Spanish
Version) written
into Meditech
EMR
Time to perform
and document
SAHL-E & S
assessment score
in EMR
Nurse Staff
ratios remain 1
nurse: 4 patients
or less
Staff RN
Participants

•
•

•

•

•

•

Sustainable EP
module
Sustainable
simulation
exercise
Learning
Management
System (LMS)
to place
module for
online access

•

HL assessment
score into the
Meditech
(EMR)
Maintain
adequate
staffing
according to
minimum state
guidelines
RN Peer
“Champions”
to support and
promote
change
processes.

•

•

•

•

•

EP, TBM
and
Simulation
CEU’s for
RN
Education
Training
participants
Continued
HL, TBM
education &
mentoring of
new staff

Staff Nurse
Participant

HL
assessment
data
available
QI and Nurse
Managers:
Monitoring
of outcome
indicators
TU Nurse
Participant
teams
communicate
between
shifts to

Nurses

Patients
Caregiver
Stakeholder

Nurse Manager
QI
Administrator
Patient
Stakeholder

8. By May 2020,
95% of the TU
staff nurses
complete an HL
assessment on
patients admitted
with HF and
follow enhanced
TBM education.
(PO)

9. By August
2020, 95% of TU
staff RNs
complete SAHLE &S
assessments and
document score
in the EMR.
(CO)
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maintain
momentum to
continue new
behaviors
•

•

Nurses
effectively utilize
TBM
Managers
evaluate nurse
skill and
communication
performance

support HL
assessment

•

•

•

•
•

Seek nurse
feedback
Staff nurses
perform peer to
peer OSC TBM
skills monitoring

•

QI Monitor and
report trends in
patient
satisfaction
scores to
stakeholders
Report trends
to state
agencies
Organizational
support of
additional units
receiving
education
program and
perform SAHL
assessments
with use of
TBM
Assess nurse
existing
knowledge
about HL and
TBM pre-and
post-education

•

•

•

CMH nurses
use TBM
with all
patient
education
CMH nurses
enhance
communicati
on with
caregivers
using TBM
with
awareness of
patients HL

Patient

Monitor
trends in
patient
satisfaction
using TBM

Staff nurse
leaders

Caregiver
Stakeholder

10. By August
2020, The
HCAHPS patient
satisfaction
scores for new
medication
education will
improve from
baseline to 75%
as reported on
quarterly
HCAHPS
Survey. (CO)

11. August 31,
2020 staff nurses
continue to
mentor new nurse
hires to complete
SAHL
assessment and
provide TBM
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•

•
•

•

•

•

Organizational
support of new
education
program

Time: to call
patient
Time to update
scripted RED
discharge
survey.

Structured RED
discharge interview

Time: to refresh
Annual
Education
Program
Time to update
the simulation of
an elderly
patient who
requires
education
utilizing
Volunteer actor.
Nursing
Administration
support for
training

•

•

•

Sustainable
nursing EP
designed to
educate nurses
about HL
assessment and
TBM
Sustainable
simulation
exercise to
teach nurses
enhanced
patient
education
Roster: Nurse
attendance of
educational
program

•

CEU’s for
nurse
participants

education for
patients at CMH.
(PO)

Nurse
participants
report to
stakeholders
RED survey
results.

Patient

•

Staff RN
Participants

•

HL and TBM
Education
Module Online.
CEU’s for
RN
Education of
participants

Caregiver
Stakeholder

Patient
Caregiver

12. August 2020,
Nurse
Participants
reports RED
survey barriers or
concerns reported
by patients. (PO)
13. 95% of CMH
nurses provide
SAHL-E and S
(Spanish)
assessment with
standardized new
medication
education using
TBM for all
patients admitted
CMH.
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•
•

•

HL assessment
score data
Time to use
TBM and
perform HL
assessment
Staff nurses
perform OSC
TBM skills
monitoring

•

Support for the
educational
program

•

HL assessment
score into the
Admission
Data Base
(ADB) in
Cerner
Maintain
adequate
staffing
according to
minimum state
guidelines
Develop RN
Shared
Governance
Teams to
support and
promote
change
processes.
Identify staff
nurse leaders
for quality
education

•

•

•

•

•

•

•

•

Completed
HL
assessments
entered into
the patients
EMR
Review of
HL
assessments
for
completeness
and accuracy
HL
awareness
for all
patients
Nurse
Manager
monitoring
of outcome
indicators
Support for
participant
staff RN’s in
the learning
process

Staff Nurse
Patient
Stakeholder
Nursing
Administration

14. By August
2021 CMH has
decreased 30-day
readmission rates
by 50% for
patients with HF
with continued
SAHL assessment
and enhanced
TBM processes.
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•
•

•

Time: to utilize
nurse OSC
Quality
Improvement
pulls outcome
data
Monitor patient
outcomes: HL
readmission
rates for
patients with
CHF

•

•

•

•

•

Nurses seek
patient feedback
during new
medication
education while
hospitalized

•

•

Nurse
competency
checklist to
evaluate TBM,
including HL
assessment
HL assessment
documented
into patient
EMR
Stakeholder/SP
Leader will
follow HL
trends, patient
satisfaction
Staff RN will
provide
feedback TBM
processes

•

Structured
survey of
patients
Monitor and
report trends in
patient

•

•

•

•

•

Nurses
perform
SAHL E & S
Nurses use
TBM to
educate
patients
Nurse
participants
use revised
RED to make
follow up
discharge
calls to
patients (4872 days)
Nurses
include
SAHL and
TBM
processes in
Shared
Governance

Patient

Nurses
follow TBM
education
processes
Nurses
enhance

Patient

Provider
Staff Nurses
QI
Administrator

Caregiver

15. By August
2021, CMH
organization has
adopted HL
assessment and
enhanced TBM for
all patients
hospitalized (PO).

16. By August
2021, the CMH
HCAHPS
satisfaction scores
for new
medications and
medication side
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•

Managers
evaluate nurse
TBM skill and
communication
performance

•

satisfaction
scores
Organizational
support of
ongoing nurse
education
program

communicati
on with
caregivers
using TBM
with
awareness of
patients HL

effects improve to
80% with
continued HL
assessment and
with the enhanced
TBM medication
education.
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Appendix D
Memorandum of Understanding from Organization
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Appendix E
Outcome Evaluation Table
Data Collection Instrument /Data
Outcome

Outcome #1
90% of the 20
Telemetry Unit
(TU) nurse
participants
complete the
Education
Program (EP)
Pre/Post
Knowledge Survey
by May 31, 2019.

Instrument: Qualtrics Online Survey
1. A total of 21 questions on two topics: 11 Likert scaled
questions from AHRQ Health Literacy (HL) precautions toolkit
(number four) called the HL Brief Assessment Quiz to measure
knowledge, behavior and cognitive processes regarding HL
(Brega et.al, 2015). The second content area uses 1 multiple
choice item taken from the Conviction and Confidence Survey
(CCS) and 9 from the TBM Survey (Brega et.al, 2015). The
pre-test survey to evaluate baseline knowledge, behavior and
cognitive processes about the following topics: HL and HL
Assessment, and TBM.
2. A third and separate 7 Likert-style survey questions from the
validated NLN Student Simulation Participant Survey (SSPS)
(Adamson, Kardong-Edgren, & Willhaus, 2013). The NLN
student simulation survey content validity was established by
ten content experts in simulation for survey development and
testing. The instruments reliability was tested using Cronbach’s
alpha, found to be 0.92 for the presence of features, and 0.96 for
the importance of features (Adamson, Kardong-Edgren, &
Willhaus, 2013; NLN, 2005).
Data Collection:
1. Report uploaded from Qualtrics.

Analysis Goal

Analytic Technique

Quantitative
To quantify
baseline knowledge
and attitudes about
HL and new
principles learned
post-educational
program.
To objectively
measure a change
in knowledge
attitudes and
understanding of
TBM principles.
Post EP survey will
be a formative
measure to evaluate
change in
knowledge,
behavior and
cognitive processes
and includes the
same questions in
the pre-test.

Appendix T: Item
analysis pre-test and
post-test using
descriptive
statistics: mean
scores and change
in score reported in
aggregated data.
Appendix U:
Item analysis posttest using
descriptive statistics
mean and Standard
Deviation, reported
in aggregated data.
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Outcome #2
90% of elderly
patients with HF
diagnosis admitted
to TU will receive
SAHL-E
assessment, and the
score assessed
within 48 hours of
admission.
HF diagnosis
codes: 291, 292,
293. (Centers for
Medicaid Services,
2018).

Instruments: SAHL-E paper form
1. Collection of the completed SAHL-E valid HL assessment tool
with score (Lee, Stucky, Lee, Rozier, & Bender, 2010).
2. SAHL-S & E reliability testing 0.89 in the English version.
Reliability testing was (> than a = 0.90) for individuals with a
low level of reading ability.
3. Scoring: SAHL-S&E score between 0 and 14 had a significant
chance (76–85 percent) of being classified as having low health
literacy
4. IRT analysis indicated that the SAHL-S&E score was highly
reliable for individuals with a low level of health literacy.

Outcome #3
70% of the TU
staff nurse
participants
perform the
SAHL-E
assessment within
48 hours of
admission on
elderly patients
with HF who meet
the pilot project
criteria September
1, 2019.
HF diagnosis
codes: 291, 292,

Instruments: SAHL-E paper form
1. Collection of the completed SAHL-E valid HL assessment.
Nurse participant completing the form will use their ID number
to track assessments, completion date and time measured.

Quantitative:
Compare TU
average HL score to
national average
HL scores for
elderly population
(65 and older) are
51% proficient HLLHL (NAHL,
2008).

Descriptive
statistics will be
used to measure
score and compare
to national average
HL score. Reported
in aggregated data.

Quantitative
To monitor the HL
assessment process
for the CMH
patient population.

Descriptive statistic
measure of
frequency to
evaluate the rates of
compliance.
Aggregated data
reported.

Data Collection:
1. HL score for each patient who meets pilot project criteria, deidentified and given a number

Data Collection:
1. Descriptive statistics will be used to evaluate timing of HL
score.
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293. (Centers for
Medicaid Services,
2018).
Outcome #4
90% of the TU
staff nurse
participants
correctly
implement TBM
while providing
new medication
education for
elderly patients by
September 1, 2019.

Outcome #5
80% of nurse
participants will
attend a
Summative
Feedback Session
(SFS) to answer
survey questions
during an end of
the pilot project in
September 15,
2019.
Outcome #6

Instrument: Observation Skills Check-list (OSC)
1. Adapted from the USDHHS Tool # 5 (U.S. Department of
Health and Human Services, (2015).
2. Validity testing for the HL Universal Precautions Toolkit #5
Teach Back Method was described by DeWalt, Broucksou,
Hawk, Brach, Hink, Rudd, & Callahan, (2011) as dissemination
for use to six adult medical practices over a two-week
timeframe.

Quantitative

Item analysis of the
checklist;
descriptive statistics
for the range in
scores.

Data Collection:
1. Peer to Peer observer will perform observation.
2. Random, Peer to peer observations will be conducted (at least 2
and no more than 4) to measure trends in use of TBM during
new medication administration.
Instrument: Qualtrics Online Survey and Face to Face
Quantitative and
Interview
Qualitative
1. Five Conviction and Confidence Survey (CCS) quantitative
questions to evaluate confidence and conviction about TBM.
Five Qualitative interview questions are open-ended to evaluate
the EP, TBM, HL Assessment processes. The PM will moderate
the feedback session.
Data Collection:
1. Multiple feedback sessions will be conducted to capture all of
the data from participants.

Appendix V: Item
analysis for each
question.
Categorized
responses for openended questions
reporting
aggregated data.

Instrument: Revised Re-Engineered Discharge (RED) Survey

Appendix W: The
qualitative, open

To triangulate
quantitative data
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Between May, 2019
through August,
2019, The TU
nurse participants
will utilize the
revised RED
survey for 80% HF
patients or
caregivers between
48-72 hours
following
discharge.

1. A 5-open text questions revised RED survey developed from
the validated discharge questionnaire from the AHRQ Hospital
Resources HL Toolkit #5 Toolkit (Jack, Paasche-Orlow,
Mitchell., et al., 2013)) for patients or caregivers.
Researchers at Boston University Medical Center (BUMC)
developed and tested the RED discharge form, and was found
successful to reduce hospital readmissions by 30% (Jack, PaascheOrlow, Mitchell., et al., 2013)
Data Collection:
1. The nurse participants will perform a patient or caregiver
survey by phone interview between 48 -72 hours following
discharge using the revised RED survey.
2. Record-keeping for a maximum of 3 contact attempts are
included in the survey form.

with qualitative
data: evaluate
patient HL score
with satisfaction,
new medication
education.
Quantitative and
Qualitative

ended questions
about barriers to
treatment plan,
described and
categorized only in
themes.
Quantitative
satisfaction scores
reported yes or no
in aggregated data.
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Appendix F
Timeline
Pilot Project: Utilizing Evidence-Based Practice to Develop a Standardized Education Process for Nurses to
Enhance the New Medication Education for Hospitalized Patients with CHF

Month/Year
Activity

05/19

Citi- IRB Training

07/18

SAHL-E written into EMR:

01/19

Education Program (EP) Developed

01/19

Write simulation component of EP
MOU between Boise State University
and CMH

01/19

06/19

07/19

08/19

01/19

PLANNING
Literature review
Develop Logic Model
Revise USDHHS RED Survey
Meet TU Team, Education Manager,
Staff Nurse
Develop EP Pre/Post Knowledge
Survey
Develop observation skills checklist
4 dates for EP & Simulation
Develop Summative Feedback Survey
Develop CEU program file:
evaluation survey, posters, calendar
and return to Tricia in Nursing
Education Department
IMPLEMENTATION
EP: 4 dates
Simulation with standardized patient
Peer training observation skills
checklist
SAHL-E
Revised RED Survey
DATA COLLECTION
EP Pre/Post knowledge Survey +
Simulation Participant Survey
SAHL-E Score Documented
Nurses Documentation of SAHL-E
Peer :Peer Observation Skills
Checklist
Revised RED Survey: Nurse
Participants
Summative Feedback Session Survey

07/19

05/19
05/19
05/19

07/19
07/19

06/19
06/19
05/19

07/19
07/19

08/19
08/19

07/19
06/19
06/19
06/19

07/19
07/19
07/19

08/19
08/19
08/19

06/19

07/19

08/19
08/19

09/19 10/19

12/19 03/20
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DATA ANALYSIS
Pre/Post Knowledge Survey
+ Simulation Survey
Summative Feedback Survey
HF 30-day readmission rates
monthly
HF Patient satisfaction
HCAHPS Scores (Quarterly)
Observation Skills Checklist
Revised RED Discharge
Survey
DISSEMINATION
Present results to
stakeholders/nurses
BSU Executive Session
Presentation
Final Report

05/19

10/19

06/19 07/19

10/19
10/19

07/19

10/19

06/19 07/19 08/19 09/19 10/19
06/19 07/19 08/19 09/19 10/19
03/20
03/20
03/200
03/20
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Appendix G
Educational Program (EP) Pre/Post Knowledge Survey

Health Literacy
1. Limited Health Literacy (HL) is associated with:
a. Higher mortality rates
b. Lower levels of health knowledge
c. Greater use of inpatient and Emergency Department (ED) care
d. Poor medication adherence
e. E and B
f. All of the above
2. You can tell how health literate a person is by knowing what grade he/she completed in
school?
a. True
b. False
3. Which of the following skills are considered components of Health Literacy?
a. Ability to understand and use numbers
b. Reading skills
c. Speaking skills
d. Ability to understand what is said
e. Writing skills
f. All of the above
4. Being anxious affects a person’s ability to absorb, recall, and use health information
effectively.
a. True
b. False
5. What is the average reading level of U.S. adults?
a. 4th-5th grade
b. 6th-7th grade
c. 8th-9th grade
d. 10th-11th grade
e. 12th grade
6. What is the grade level at which health-related information (like a diabetes brochure) is
typically written?
a. 4th-5th grade
b. 6th-7th grade
c. 8th-9th grade
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d. 10th-11th grade
e. 12th grade
f. College level
7. What is the best reading level for written materials used for patients?
a. 3rd-4th grade
b. 5th – 6th grade
c. 7th – 8th grade
d. 9th – 10th grade
e. 11th -12th grade
8. To use good Health Literacy practices, staff and clinicians should use which of the
following words/phrases when talking to or writing instructions for a patient of family
member?
Select the word/phrase in either option 1 or option 2 in each row
Option 1
Option 2
a.
c.
e.
g.
i.
k.

Bad
Hypertension
Blood Glucose
You have the flu.
Your Cardiologist is Dr. Brown.
Your appointment is at 11am.
Check in 20 minutes early.

or
or
or
or
or
or

b.
d.
f.
h.
j.
l.

Adverse
High Blood Pressure
Blood Sugar
Your flu test was positive.
The heart doctor is Dr. Brown
Arrive at 10:40 am to check in.

9. It is a good Health Literacy (HL) practice to assume that each patient you communicate
with has limited Health Literacy.
a. True
b. False
10. I discuss different methods for remembering to take medications correctly and offer
setting up a system i.e., pill box, alarms, medicine chart).
a. Always
b. Sometimes
c. Never
d. Not sure n/a
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11. I ask patients if they have trouble reading or understanding numbers?
a. Always
b. Sometimes
c. Never
d. Not sure n/a
12. Our hospital has a well written Health Literacy Improvement Plan and collects data to see
if objectives are being met.
a. Always
b. Sometimes
c. Never
d. Not sure n/a
13. Limited Health Literacy is common and can affect all individuals at one time or another.
a. True
b. False
Teach Back Method Survey Questions
14. Select all elements of effective teach-back method you have used more than half of the
time in the past work week.
o Use a caring tone of voice and attitude.
o Display comfortable body language, make eye contact, and sit down
o Use plain language
o Ask the patient to explain, in their own words, what they were told
o Use non-shaming, open-ended questions
o Avoid asking questions that can be answered with a “yes “or a “no”
o Take responsibility for making sure you were clear
o Explain and check again if the patient is unable to teach-back
o Use reader-friendly print materials to support learning
o Document use of and patients’ response to teach-back
o Include family members/caregivers if they were present
15. I speak clearly (use plain, simple language, and speak at a moderate pace).
a. Always
b. Sometimes
c. Never
d. Not sure n/a
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16. I listen carefully to patients without interrupting.
a. Always
b. Sometimes
c. Never
d. Not sure n/a
17. I limit myself to 3 key points and repeat those points for reinforcement.
a. Always
b. Sometimes
c. Never
d. Not sure n/a
18. I ask patients to state key points in their own words (i.e., use the teach-back method) to
assess patients’ understanding of information.
a. Always
b. Sometimes
c. Never
d. Not sure n/a
19. I review with patients all the medications they take, including over-the-counter medicines
and supplements, and ask patients to demonstrate how to take them.
a. Always
b. Sometimes
c. Never
d. Not sure n/a
20. I assess patients’ language preferences and record them in the medicine record.
a. Always
b. Sometimes
c. Never
d. Not sure n/a
21. I always use appropriate language services (e.g., trained medical interpreters, trained
bilingual clinicians, materials in other languages) with patients who do not speak English
very well.
a. Always
b. Sometimes
c. Never
d. Not sure n/a
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Survey adapted from the Following Tools:
AHRQ, (2018). Health Literacy Universal Precautions Toolkit. Agency for Healthcare
Research and Quality, Rockville, MD. Retrieved from:
https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacytoolkit/index.html
Agency for Health Research and Quality, (2018). Use the Teach Back Method: Tool 5,
Retrieved from: http://www.ahrq.gov/literacy
Brega A. G., et. al. (2015). AHRQ health literacy universal precautions toolkit. (2nd Edition).
(AHRQ Publication No. 15-0023-EF). Rockville, MD: Agency for Healthcare Research and
Quality. 82-83.
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Appendix H
Simulation Participation Survey
1. I actively participated in the debriefing session after the simulation.
a. Strongly disagree with the statement
b. Disagree with the statement
c. Undecided (I neither agree or disagree with the statement)
d. Agree with the statement
e. Strongly agree with the statement
f. N/A; not applicable; the statement does not pertain to the simulation activity
performed.
2. I learned from the comments made by the teacher before, during or after the
simulation.
a. Strongly disagree with the statement
b. Disagree with the statement
c. Undecided (I neither agree or disagree with the statement)
d. Agree with the statement
e. Strongly agree with the statement
f. N/A; not applicable; the statement does not pertain to the simulation activity
performed.
3. I had the opportunities to discuss objectives, ideas and concepts taught in the
simulation with my instructor.
a. Strongly disagree with the statement
b. Disagree with the statement
c. Undecided (I neither agree or disagree with the statement)
d. Agree with the statement
e. Strongly agree with the statement
f. N/A; not applicable; the statement does not pertain to the simulation activity
performed.
4. Using simulation activities made my learning time more productive.
a. Strongly disagree with the statement
b. Disagree with the statement
c. Undecided (I neither agree or disagree with the statement)
d. Agree with the statement
e. Strongly agree with the statement
f. N/A; not applicable; the statement does not pertain to the simulation activity
performed.
5. During the simulation, my peers and I had to work on the clinical situation together.
a. Strongly disagree with the statement
b. Disagree with the statement
c. Undecided (I neither agree or disagree with the statement)
d. Agree with the statement
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e. Strongly agree with the statement
f. N/A; not applicable; the statement does not pertain to the simulation activity
performed.
6. The objectives for the simulation experience were clear and easy to understand.
a. Strongly disagree with the statement
b. Disagree with the statement
c. Undecided (I neither agree or disagree with the statement)
d. Agree with the statement
e. Strongly agree with the statement
f. N/A; not applicable; the statement does not pertain to the simulation activity
performed.
7. My instructor communicated the goals and expectations to accomplish during the
simulation.
a. Strongly disagree with the statement
b. Disagree with the statement
c. Undecided (I neither agree or disagree with the statement)
d. Agree with the statement
e. Strongly agree with the statement
f. N/A; not applicable; the statement does not pertain to the simulation activity
performed.

National League for Nursing, (2005). Simulation Design Scale Student Version,
Retrieved from: http://www.nln.org/docs/default-source/professional-developmentprograms/nln-instrument_simulation-design-scale.pdf?sfvrsn=0
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Appendix I
Health Literacy Assessment (SAHL-E)

The 18 items of SAHL-E, ordered according to item difficulty (keys and distracters
are listed in the same random order as in the field interview)

Stem

Key or Distracter

1. kidney

__urine

__fever

__don’t know

2. occupation

__work

__education

__don’t know

3. medication

__instrument

__treatment

__don’t know

4. nutrition

__healthy

__soda

__don’t know

5. miscarriage

__loss

__marriage

__don’t know

6. infection

__plant

__virus

__don’t know

7. alcoholism

__addiction

__recreation

__don’t know

8. pregnancy

__birth

__childhood

__don’t know

9. seizure

__dizzy

__calm

__don’t know

10. dose

__sleep

__amount

__don’t know

11. hormones

__growth

__harmony

__don’t know

12. abnormal

__different

__similar

__don’t know

13. directed

__instruction

__decision

__don’t know

14. nerves

__bored

__anxiety

__don’t know

15. constipation

__blocked

__loose

__don’t know

16. diagnosis

__evaluation

__recovery

__don’t know

17. hemorrhoids

__veins

__heart

__don’t know

18. syphilis

__contraception

__condom

__don’t know
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Appendix J
Teach Back Method Observation Skills Checklist Tool
Nurse ID#: ____________________________ Date: _______________
Peer Observer: ___________________________________Time: _______________
Objectives for TBM enhanced education:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

Demonstrate appropriate TBM for a new medication prescribed to an elderly patient with
CHF.
Discuss new information using plain and simple language.
Speak slowly, avoiding technical jargon.
Present no more than three concepts at a time and check for understanding.
Ask the patient how they plan to follow instructions at home.
Ask if the patient would like a family member to be in the discussion.
Learners will prioritize essential information, introduce it early and by itself in the
education discussion.
Incorporate video content to supplement verbal education and demonstrations.
Incorporate return demonstration when appropriate.
Present information to the patient, so that the higher number is better.
Present numerical information to patients, inside tables, instead of inside the text.

Critical Elements
Health literacy assessment score was
reviewed.
Use of a caring tone of voice and
attitude?
Asked for a translator if English is
second language.
Body language appeared comfortable?
Eye contact was maintained throughout
the teaching.
The nurse sat down to be at eye level
with the patient?
The nurse asked the patient if he/she
wanted a family member present during
the teaching?
Plain language was used?
Spoke slowly.
Asked the patient to explain in their own
words what they learned about the
following:
•
•
•
•
•

Medication name?
Purpose of the medication?
Side effects of the medication?
Call the doctor with what signs and
symptoms?
How to administer the medication?

0=
no

1=
yes

Comments:
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Critical Elements

0=
no

1=
yes

Comments:

Nurse used open-ended questions to
avoid yes and no answers?
Introduced 2-3 new concepts and then
asked patient to repeat what was taught
(either verbally or in a return
demonstration)?
If patient was unable to use teach-back
or there were gaps in knowledge seen
during the return demonstration, nurse
readdressed the concept to ensure
understanding by having the patient ask
2 open ended questions about what you
learned?
Nurse re-assessed patient’s knowledge.
Printed patient handouts are in a
language the patient can understand?
Patient’s response to the teach-back was
documented?
Time was allowed for questions at the
end.
Total: 17 Possible
Notes:
________________________________________________________________________
________________________________________________________________________
Coaching Given:
________________________________________________________________________
________________________________________________________________________
Observer Name:
Printed: ______________________________ Signature: _______________________

Revised from: U.S. Department of Health and Human Services, (2015). Toolkit #5: Teach Back
Observation Tool. Retrieved from:
http://www.teachbacktraining.org/assets/files/PDFS/Teach%20Back%20%20Observation%20Tool.pdf
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Appendix K
Re-Designed Discharge Survey
Pilot Project: Utilizing Evidence-Based Practice to Develop a Standardized Education
Process for Nurses to Enhance the New Medication Education of Hospitalized Patients with
Congestive Heart Failure
Name: Caregiver name/ Relationship to patient:
Discharge Date:
Primary Discharge Diagnosis:
1. Are you taking your medications: Yes or No;
Document any medications patient is not taking:
a.
b.
c.
d.
e.
1: Intentional nonadherence

Hours from Discharge:

Recommendations:

2: Nonintentional nonadherence

Call Provider

3: Error (system or provider)

Go to the ED
Call Caregiver
Call specialist MD

2. Patient states in their own words what the diagnosis is: “

Further instruction needed:
Has primary condition worsened?
Patient actions: called provider?
Visited ER?
Saw visiting nurse service?
Other interventions?
Notes:
3. New Problem?
4. Clarify appointment date and time:
5. Were you satisfied with your care at Community Memorial Hospital?
Comments:

Discharge Nurse/ Charge Nurse Case Manager/Discharge Planner Signature:
PM Signature:
Date:

Script
Caller: Hello Mr/Mrs/Ms:
I am (name) and [Say role at CMH]:
You may
recall when you left the hospital [Community Memorial Hospital] the discharge nurse/discharge
planner may have mentioned that you would receive a phone call so that we could check on you.
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I am hoping to talk to you about your medical condition, to see how you are feeling. Do you
mind if I ask you a few questions?
Is this a good time to talk? It may take 10 minutes.
If yes, continue.
If no: Caller: Is there a better time that I can call you?
High Alert Medicines
Use the guide below to help monitor medicines with significant risk for adverse events.

What To Look For
Drug Category
Anticoagulants

Bleeding; who is managing INR
Diarrhea; backup method of birth control
Antibiotics
Should not be taken at same time as calcium and multivitamin
Antiretrovirals
Review profile for drug interactions
Insulin
Inquire about fasting blood sugar
Dizziness
Antihypertensives
If yes, suggest patient space out medicines (keep diuretic in a.m.)
Medicines related to primary diagnosis Focus on acquisition and medication adherence

Prior to phone call review the following:
History
Medication list
Discharge Notes/Summary
Phone call attempts:
Date/Time:
Date/Time:
Date/Time:
Revised document from:
Jack, B.W., Paasche-Orlow, M.K., Mitchell, S.W., Forsythe, S., and Martin, J. (2013). An
overview of the Re-Engineered Discharge (RED) Toolkit. Boston University Contract No.
HHSA290200600012i, Rockville, MD: AHRQ Publication No. 12(13)-0084.
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Appendix L
Summative Feedback Survey
Course Evaluation Post-test
On a scale from 1-5
1-strongly disagree (Hate it)
2-Disagree with the statement
3-Unsure or undecided (Not sure)
4-Agree with the statement
5-Strongly agree with the statement (Love it)
1. I am convinced that it is important to use teach-back-method (ask patients to explain
key information back in their own words)? Circle answer
1-strongly disagree (Hate it)
2-Disagree with the statement
3-Unsure or undecided (Not sure)
4-Agree with the statement
5-Strongly agree with the statement (Love it)
2. How confident are you in your ability to use teach-back-method (ask patients to
explain key information back in their own words)? Circle Answer
1-strongly disagree (Hate it)
2-Disagree with the statement
3-Unsure or undecided (Not sure)
4-Agree with the statement
5-Strongly agree with the statement (Love it)
3. There were enough opportunities in the education program to ask questions to receive
answers to my questions. Circle answer
1-strongly disagree
2-Disagree with the statement
3-Unsure or undecided
4-Agree with the statement
5-Strongly agree with the statement
4. The knowledge gained through the simulation experience can be transferred to the
clinical setting. Select one.
1-strongly disagree
2-Disagree with the statement
3-Unsure or undecided
4-Agree with the statement
5-Strongly agree with the statement
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5. The instructor modeled professional integrity during the simulation scenario. Select
one.
1-strongly disagree (Hate it)
2-Disagree with the statement
3-Unsure or undecided (Not sure)
4-Agree with the statement
5-Strongly agree with the statement (Love it)

1. What strategies could we all adapt to minimize barriers and misunderstanding for patients?

2. What worked well for the pilot project?

3. What did you like or dislike about the SAHL-E Health Literacy Assessment Tool?

4. What did not work well during the pilot project?

5. What ideas do you have for the sustainability of the program processes (i.e., Health Literacy
Assessment, Teach-Back Method for all patient communications) for patients and
caregivers?

Revised from the Health Literacy Universal Precautions Toolkit: AHRQ, (2018). Health Literacy
Universal Precautions Toolkit. Agency for Healthcare Research and Quality, Rockville, MD.
Retrieved from: https://www.ahrq.gov/professionals/quality-patient-safety/qualityresources/tools/literacy-toolkit/index.htm
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Appendix M
Scholarly Project 2-3 Year Budget

Revenues

Year 1
Telemetry

Year 2
Added Units

Year 3
CMH wide

$8,180

$2000

$3000 est.

Education Program (EP):
•

•
•
•
•
•

Bi-annual education
conference to train new
and current RN,
Community RN
offering (year 2-3)
PowerPoint Module
CMH Education
Department
Development of a
Qualtrics Tool for EP
Evaluation
RN Education Tracker
(CEU) Monitoring
Simulation Exercise
with volunteer actors

Total Operating
Revenue
Expenses

$ 8,180
Year 1

$2,000
Year 2

Rationale
Year 1: All in-kind donation:
Telemetry Unit completes RN
staff training.
Year 2: Expand with addition of
Spanish speaking SAHL-S
Assessment. No added expense
for EP. Possible opportunity
revenues realized as revenues
increase from decrease in
readmission rates.
Year 2-3: Ongoing staff RN
education (new staff orientation
and annual education).
Year 3: Expand to 2 additional
hospital units with education
department monitoring.
Offer EP to CMH Nurse Staff
and Community RNs for
revenue.

$3000
Year 3

Rationale
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1st year expense includes project
team salary (all are donations).
Education Program (EP)
•
•
•
•

•
•

Conference Rooms
Materials
Online module (Year 2)
Project Manager:
Develop EP, surveys,
Qualtrics Surveys,
Simulation, PowerPoint
Paper Supplies & Skills
Checklist
Module Development
(year 2—3)

$3000

Year 2: Online module for
ongoing TBM training and
practice may account for
reduction in revenues.

$300

Module Materials; Skills
checklist for monitoring Peer:
Peer Skills Checklist; CEU’s

$1500
$3000
$1500
$1070
$250

QI Administrative:

• HL Monitoring
• Readmission Rates
Education Department
• Create and Manage
Moodle Module

$0

$1000

$1500

Salaries:
•

•
•

Staff RN Peer: Peer
Monitoring of Teach
Back Method,
conference attendance
Case Manager time
RED Surveys
Coordination with
Education Department

$3200
$500
$600

$600

Year I: Donations with EP
developed year 1: CEU tracking
costs placed for annual viewing.
Year 2-3: Reduced expense due
to maintenance of EP module by
Education Department.
Staff time to monitor HL and
Teach Back Method (TBM)
Program processes.
Year 2: Weekly staff RN chart
review added for SAHL (E & S)
score; peer: peer coaching of
staff RN for use of TBM. (Year
2-3).
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•

(year 2-3) course
monitoring
RN time for EP and
pilot project

Administrative Time:
•

•

Quality Improvement
(QI) Department:
Monitoring HL
Assessment
Case Manager Report:
Monthly

Peer to Peer monitoring rolled
into Shared Governance (SG)
Council in coordination with
current educational processes.
Dashboard with Outcome
measures visible in staff lounge
area.
Amplified monitoring activities
between QI and Case
Management Departments.

$1,020

$1,040

$300

Meditech (EMR):
•
•

Imbed of SAHL-E
(English) Health
Literacy Assessment
Imbed of SAHL-S
(Spanish Version) into
Meditech (year 2)

Total Operating
Expense
Net Operating Income

Year 2 & 3 expense includes TU
Educator for oversight in
coordination with QI Manager to
monitor data.

n/a
$100
$100

$8180

$5970

$5940

$0

$-3970

$-2940

Report quarterly from QI (HF
readmission rates and HCAHPS
Satisfaction Scores in monthly
staff meetings)
One-time cost (year 1) to embed
SAHL-English score into EMR;
SAHL-S (Spanish version added
Year 2)
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Appendix N
Scholarly Project Statement of Operations
Statement of Operations (Profit and Loss Statement)
Community Memorial Hospital (CMH)
Revenues
Education Program Conference Room ($900) + Patient Room
(EP) Space
($600)
EP Participants
Program Registration Offering to TU
participants: 11 Staff Nurses includes
CEU
EP Program
Development of EP Course with
Materials
Simulation and PowerPoint; Qualtrics
Surveys
Personnel
PM Time Development EP ($500) and
Pilot Program Data Collection ($1500)
Technology
EP Projector (laptop computer)

12-month

$1500
(In-Kind Donation)
$1,760
(In-kind Donation)
$2,200
(In-kind Donation)
$2000 (In-Kind
Donation)
$ 180 (In-kind
Donation)
$7,640

Total

Expenses
Salaries

EP Office Materials

EP Overhead Space
Technology

RN Participants Time ($160/ employee X
11 employees) QI
PM Time ($1500)
Handouts (Ink & Printing) + Data
Collection Supplies ($10) Qualtrics Survey
Development
Conference Room (EP) + Patient Room
(Simulation)
Software ($600) + Laptop ($180) +
EP/Module ($1000)
Total Expenses $
Net Income

$3,260
(Donation)
$110
(Donation)
$1500
(Donation)
$1,780 (Donation)
$6,650
$990
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Appendix O
Scholarly Project Expense Report

Source of
Expense

Expense Description

Education
Program
Office Supplies

Educational Materials:
Handouts: Printer ink ($60),
printing expenses, 1-2 reams of
paper ($20), Colored paper ($15)
staples ($5)

Dollar Value

Type of Cost

Cost $110

Fixed or Variable

$100.00

Fixed

Description of Cost

Estimated
Volume

Expense Per
Unit

Handouts

Est: 20
participants

$100.00

Estimated 5 data
collection
strategies

$10

CEU Certificates
Fixed
$10.00

CEU certificates: 1 per participant

Survey collection
supplies

Fixed

Data Collection Supplies:
Envelopes, printing and paper
Salaries
Personnel Staff
RN
Project Manager

Cost $6160
Conference time, simulation

$3200

Variable

4 hours/staff RN
Participant Salary

20 RN’s

$160/ RN

6 Hours per Education Program
(EP)

$1200

Variable

$300/ class

4

$50.00/hour

6 Hours for each Simulation
Program

$800

Variable

$200/Simulation

4

$50.00/hour

Development of EP course, power
point presentation, surveys

$1500

Variable

30 hours

$50/hour

$1500
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Room Space

Cost

Estimated
Volume

Expense Per
Unit

Cost $1500

Conference Room

Set-up and clean up

$900

Fixed

Conference Room

Day Rate

$900

Patient Room

Simulation: linen and gown

$600

Fixed

Patient Room Use

Per Day

$600

Fixed

Data storage & analysis
Software to perform data
analysis

1 Item

$180

Office Supply
Computer
Software

Cost $240
Laptop + Excel Office Suite
Software

$180

Locked Box

$30

Survey Storage
Survey Programs

Fixed

nominal
Qualtrics

Fixed

EP Pre/Post Knowledge
Survey
Simulation Survey
Summative Pilot Project
Survey
SAHL-E Assessment Embed
Total requested

$6,810

Grand Total Requested

$6,810

Purchase of 2 lock boxes
Meditech EMR to extract
data

1 survey platform
2 Boxes

$30/box

1 License

Free Online
Survey
Program

95
PILOT PROJECT TO DEVELOP STANDARDIZED MEDICATION EDUCATION PROCESS

Appendix P
Scholarly Project IRB Letter of Determination

Date:
To:
From:
Subject:

April 23, 2019
Michele Solakian

cc: Sara Ahten

Social & Behavioral Insitutional Review Board (SB‐IRB)
c/o Office of Research Compliance (ORC)
SB‐IRB Notification of Approval ‐ Original ‐ 186‐SB19‐076
Utilizing Evidence‐Based Practice to Develop a Standardized Education Process for Nurses to
Enhance the New Medication Education of Hospitalized Patients with Heart Failure

The Boise State University IRB has approved your protocol submission. Your protocol is in compliance
with this institution’s Federal Wide Assurance (#0000097) and the DHHS Regulations for the Protection
of Human Subjects (45 CFR 46).
Protocol Number: 186‐SB19‐076
Expires: 4/22/2020

Received:
Approved:

3/29/2019
4/23/2019

Review: Expedited
Category: 7

Your approved protocol is effective until 4/22/2020. To remain open, your protocol must be renewed
on an annual basis and cannot be renewed beyond 4/22/2022. For the activities to continue beyond
4/22/2022, a new protocol application must be submitted.
ORC will notify you of the protocol's upcoming expiration roughly 30 days prior to 4/22/2020. You, as
the PI, have the primary responsibility to ensure any forms are submitted in a timely manner for the
approved activities to continue. If the protocol is not renewed before 4/22/2020, the protocol will be
closed. If you wish to continue the activities after the protocol is closed, you must submit a new
protocol application for SB‐IRB review and approval.
You must notify the SB‐IRB of any changes to your approved protocol and the committee must review
and approve these changes prior to their commencement. You should also notify the committee if
your activities are complete or discontinued.
Current forms are available on the ORC website at http://goo.gl/D2FYTV
Please direct any questions or concerns to ORC at 426‐5401 or humansubjects@boisestate.edu.
Thank you and good luck with your research.
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Appendix Q
Scholarly Project IRB Modification Letter
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Appendix R
Informed Consent Form
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Appendix S
Participation Letter
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Appendix T
Pre/Post Knowledge Survey
Pretest and Posttest Comparisons for Knowledge Questions (N = 12)
____________________________________________________________________________
Question

Time

N

M

SD

1. Limited Health Literacy (LHL) is associated with:
Pretest 12 0.92 0.29
Posttest 12 1.00 0.00
2. You can tell how health literate a person is by knowing what
grade level he/she completed in school.
Pretest 12 1.00 0.00
Posttest 12 1.00 0.00
3. Which of the following skills are considered components of
Health Literacy (HL)?
Pretest 12 0.83 0.39
Posttest 12 0.92 0.29
4. Being anxious affects a person's ability to absorb, recall, and
use health information effectively.
Pretest 12 1.00 0.00
Posttest 12 1.00 0.00
5. What is the average reading level of U.S. adults?
Pretest 12 0.17 0.39
Posttest 12 0.75 0.45
6. What is the grade level at which health-related information
(like a diabetes brochure) is typically written?
Pretest 12 0.08 0.29
Posttest 12 0.33 0.49
7. What is the best reading level for written materials used for
patients?
Pretest 12 0.17 0.39
Posttest 12 0.17 0.39
8.1 To use good Health Literacy (HL) practices: Bad or Adverse
Pretest 12 1.00 0.00
Posttest 12 1.00 0.00
____________________________________________________________________________
Note. Percentage correct is expressed in decimal format.
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____________________________________________________________________________
Question
Time
N
M SD
____________________________________________________________________________
8.2 To use good Health Literacy (HL) practices: Hypertension or
High Blood Pressure
Pretest 12 1.00 0.00
Posttest 12 0.92 0.29
8.3 To use good Health Literacy (HL) practices: Blood Glucose
or Blood Sugar
Pretest 12 1.00 0.00
Posttest 12 0.92 0.29
8.4 To use good Health Literacy (HL) practices: You have the
flu or Your flu test was positive.
Pretest 12 0.92 0.29
Posttest 12 1.00 0.00
8.5 To use good Health Literacy (HL) practices: Your
Cardiologist is Dr. Brown or Your doctor is Dr. Brown
Pretest 12 0.92 0.29
Posttest 12 0.92 0.29
8.6 To use good Health Literacy (HL) practices: Your
appointment is at 11 am, check in 20 minutes early or Arrive at
10:40 am to check in.
Pretest 12 0.67 0.49
Posttest 12 1.00 0.00
9. It is a good Health Literacy (HL) practice to assume that each
patient you communicate with has limited Health Literacy.
Pretest 12 0.83 0.39
Posttest 12 0.83 0.39
13. Limited Health Literacy is common and can affect all
individuals at one time or another.
Pretest 12 1.00 0.00
Posttest 12 1.00 0.00
____________________________________________________________________________
Note. Percentage correct is expressed in decimal format.
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Pretest and Posttest Comparisons for TBM Behaviors (N = 12)
____________________________________________________________________________
Behavior
Time
N
M SD
____________________________________________________________________________
14.1 Use a caring tone of voice and attitude
Pretest 12 0.92 0.29
Posttest 12 1.00 0.00
14.2 Display comfortable body language, make eye contact and
sit down.
Pretest 12 1.00 0.00
Posttest 12 1.00 0.00
14.3 Use plain language
Pretest 12 1.00 0.00
Posttest 12 1.00 0.00
14.4 Ask the patient to explain, in their own words, what they
are told
Pretest 12 0.75 0.45
Posttest 12 0.67 0.49
14.5 Use non-shaming open-ended questions
Pretest 12 0.75 0.45
Posttest 12 1.00 0.00
14.6 Avoid asking questions that can be answered with a "yes"
or a "no"
Pretest 12 0.58 0.51
Posttest 12 0.75 0.45
14.7 Take responsibility for making sure you were clear
Pretest 12 0.75 0.45
Posttest 12 0.92 0.29
14.8 Explain and check again if the patient is unable to teachback
Pretest 12 0.83 0.39
Posttest 12 0.75 0.45
14.9 Use reader-friendly print materials to support learning
Pretest 12 0.92 0.29
Posttest 12 1.00 0.00
14.10 Document the use of and patients' response to teach-back
Pretest 12 0.67 0.49
Posttest 12 0.83 0.39
14.11 Include family members/caregivers if they were present
Pretest 12 1.00 0.00
Posttest 12 1.00 0.00
____________________________________________________________________________
Note. Percentage occurrence is expressed in decimal format.
Pretest and Posttest Comparisons for TBM Behavior Compliance Items (N = 12)
____________________________________________________________________________
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Behavior
Time
N
M SD
____________________________________________________________________________
10. I discuss different methods for remembering to take
medications correctly, and offer setting up a system (pill box,
alarms and medicine chart.
Pretest 12 0.33 0.49
Posttest 12 0.50 0.52
11. I ask patients if they have trouble reading or understanding
numbers.
Pretest 12 0.25 0.45
Posttest 12 0.42 0.51
12. Our hospital has a well written Health Literacy (HL)
Improvement Plan and collects data to see if objectives are being
met.
Pretest 12 0.00 0.00
Posttest 12 0.08 0.29
____________________________________________________________________________
Note. The percentage who endorsed “always” is expressed in decimal format.
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Appendix U
Simulation Participation Survey
Posttest Ratings for Student Simulation Training Sorted by Level of Agreement (N = 11)
____________________________________________________________________________
Statement
M
SD
____________________________________________________________________________
7. My instructor communicated the goals and the expectations to
accomplish during the simulation.
4.55
1.21
6. The objectives for the simulation experience were clear and easy to
understand.
4.27
1.19
2. I learned from the comments made by the teacher before, during or
after the simulation.
4.27
1.62
4. Using simulation activities made my learning time more productive.
4.18
1.47
3. I had the opportunities to discuss objectives, ideas and concepts
discussed in the simulation with my instructor.
4.18
1.60
1. I actively participated in the debriefing session after the simulation.
4.18
1.60
5. During the simulation, my peers and I had to work on the clinical
situation together.
3.91
1.51
____________________________________________________________________________
Note: Ratings based on a five-point metric: 1 = Strongly disagree with the statement to 5 =
Strongly agree with the statement.
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Appendix V
Summative Feedback Survey
Part A: Summative Feedback Survey Ratings Sorted by Level of Agreement (N = 8)
Statement
M
SD
____________________________________________________________________________
1. I am convinced that it is important to use Teach Back Method
(TBM) and ask patients to explain key information back in their own
words.
4.75
0.46
5. The instructor modeled professional integrity during the simulation
scenario.
4.63
0.52
4. The knowledge gained through the simulation experience can be
transferred to the clinical setting.
4.13
0.35
2. How confident are you in your ability to use Teach Back Method
(TBM) and ask patients to explain key information back in their own
words.
4.13
0.35
3. There were enough opportunities in the education program to ask
questions or receive answers to my question
3.75
0.89
____________________________________________________________________________
Note. Ratings based on a five-point metric: 1 = strongly disagree (hate it) to 5 strongly agree
with statement (love it).
Part B: Qualitative
Qualtrics N=8
Anecdotal Data
Question
6. What strategies could 4: Use simple words
7: Ask open-ended questions
we all adapt to minimize ask open ended questions have patients teach back
barriers and
Speak to patient HL level provide simple discharge materials
misunderstanding for
Better printed material
patients?
Patient state in own
words
7. What worked well for 3: SAHL-E easy, useful
4 (50%) of 8 liked the EP
the pilot project?
2: (25%) Forms
2 (25%) liked the simulation exercise
organized, structure
3 (38%) liked using the OSC
2: EP and HL education
1 (12.5%) liked the entire process of data
TBM
collection
Assessing others
8. What did you like or
5: Liked the SAHL-E
4: Reported, “quick, fast, easy”
dislike about the SAHL- 1: Unable to change
2: Did not use the tool
E Health Literacy
printed material based on need a Spanish version
Assessment Tool?
SAHL-E
it correlated well with the questions asked
1: Did not use tool
during TBM
1: Nothing
9. What did not work
5: Too little time
1 (12.5%) Did not like the RED Discharge
well during the pilot
3: Narrow age group
questionnaire
project?
eligibility
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1: Too few RN
participants.

10. What ideas do you
have for the
sustainability of the
program processes (i.e.,
Health Literacy
Assessment, TeachBack Method for all
patient communications)
for patients and
caregivers?

6 (63%) Additional RNs
needed
3: Educate staff on TBM
2 (25%) Embed SAHL-E
into Meditech with daily
use
Better printed materials

2 (25%) Reported negatively that the forms
were “burdensome”
1 (12.5%) Did not like the simulated
activity in the EP
3 (38%) reported need for “Top-Down
Support” of Management; additional RN
trainings; use of champions
2 (25%) suggested the quarterly use of the
OSC checklist for skills updates
2 (25%) reported TBM is not used correctly
during Team Rounding
2 (25%) reported sustainability with the use
of the RED Discharge questionnaire
1(12.5%) reported sustainability with the
inclusion of the process as a Clinical
Advancement Program (CAP) project
N= 3 (38%) reported “concern about
eVidion, Care Notes and Medication Index
Cards are not helpful or written at a level
that patients cannot grasp”.
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Appendix W
RED Discharge Survey
Question
Question 1: Are you taking your
medications?
Question 2: Patient states in their own
words what the diagnosis is:
Section 3:
Condition worsened?
ED visit?
Visiting nurse coming to the
home?
Interventions?
Question 3: New Problem?

Question 4: Clarify
appointment date
and time

Answer
n= 7 (88%) Yes
n= 1 (22%) Blank
n= 3 (38%) Stated Diagnosis N= 1 (12%) Excessive background noise to hear
response
n= 4 (50%) Blank

n= 6 (75%) No N= 2 (25%) Blank
n= 6 (75%) No, N= 2 (25%) Blank
n= 4 (50%) Yes N= 2 (25%) No N= 2 (25%) Blank
n= 5 (63%) Blank N= 2(25%) Physical Therapy, Dialysis
n= 1 (12%) None
n= 4 (50%) “Allergies, Asthma, Shoulder Pain, Low Blood Sugar
n= 3 (38%) No new problems
n= 1 (12%) Blank
n= 5 (63%) Clarified appointment
n= 2 (25%) No appointment
n= 1 (12%) Blank

Question 5: Were you satisfied with the n=8 (100%) Yes n=1 (12%) Additional comment “Every nurse and tech were
care you received?
helpful”
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